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Abstract
This thesis involved a psychometric investigation of several dysfunctional processes
that have been widely hypothesized to mediate psychological disturbance and change in
CBT. They included dysfunctional attitudes, poor self-esteem, thought suppression,
difficulty identifying and describing emotions, ineffective problem orientation and
experiential avoidance.
Much has already been written about these dysfunctional process variables and
previous research provides evidence that they each significantly influence emotional
wellbeing across a variety of populations and contexts. However, to date these variables
have largely been studied in isolation and often in competing fields of research. This has
resulted in major gaps in current understanding of the mechanisms of disturbance and
change. It has also raised uncertainty as to whether the hypothesized mediators are actually
separate constructs or whether they may be redundant.
The present thesis brought together the dysfunctional process variables to explore the
extent of their convergence and distinction. It also examined the degree to which they
uniquely predict variance in emotional wellbeing. Measures of dysfunctional processes and
emotional wellbeing were completed by two groups of participants, undergraduate
psychology students and NSW police recruits.
Study One involved an exploratory factor analysis of the dysfunctional processes using
the student data. It produced a preliminary model of the structure of the dysfunctional
process measures that indicated that the measures were largely related and yet minimally
redundant.
Study Two entailed a confirmatory factor analysis involving structural equation
modelling and multiple stepwise regression analyses. It explored the replicability of the
iii

initial model using the police data set. It also examined whether the initial model was
optimal, by exploring the fit of alternative models on both the student and police data sets.
Study Two produced a more parsimonious model of the latent structure of the
dysfunctional process variables than the initial model. This model, named The Brief
Dysfunctional Processes Measure was unexpectedly brief despite its scope. It consisted of
six dysfunctional process variables, namely Dysfunctional Achievement Concerns, Poor
Self-Esteem, Thought Avoidance, Difficulty Identifying Emotions, Avoidant Problem
Orientation and Experiential Avoidance. These were linked by an overarching factor,
Negative Avoidant Dysfunctional Processes.
Study Two went on to explore the predictive relationships between variables in The
Brief Dysfunctional Processes Measure with aspects of emotional wellbeing. It demonstrated
that all dysfunctional process variables significantly contributed to predicting some aspects
of emotional wellbeing even after controlling for gender and age. There was some variation
in the pattern of predictors across samples and across the measures of emotional wellbeing.
However, three variables were notably consistent and pervasive predictors. These were
Experiential Avoidance, Avoidant Problem Orientation and Difficult Identifying Emotions.
The results of this investigation reveal that the dysfunctional process variables appear
related yet largely distinct. Moreover, the variables in The Brief Dysfunctional Processes
Measure predict unique variance in wellbeing. These findings point to the value of
synthesizing existing research on the hypothesized mediators. This stands to increase
understanding of their interrelationships, and may ultimately help illuminate the question of
‘what works’ in psychotherapy interventions.

iv
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CHAPTER ONE

An Overview of the Thesis

1.1

Preamble

Cognitive behavioural therapy (CBT) has been the dominant clinical approach in
psychology for more than four decades. This therapeutic approach espouses an ongoing
commitment to application of scientific methods to clinical practice, which is likely to
have contributed to its proliferation and popularity. A plethora of evidence attests to the
efficacy of CBT for a wide range of psychological disorders, and across a broad array of
clinical and non-clinical populations (Butler & Beck, 2001; Butler, Chapman, Forman,
& Beck, 2006; Chambless & Ollendick, 2001). In contrast there is a notable dearth of
evidence and current knowledge concerning the particular individual factors that
underpin psychological disturbance and that directly affect therapeutic change
(Longmore & Worrell, 2007). Notwithstanding this current gap in CBT and clinical
research more broadly, illuminating the core mechanisms of disturbance and wellbeing
is a matter that crosses all levels of analysis in psychology.
This thesis attempts to contribute to the body of methodologically rigorous
scientific research aimed at illuminating the probable and potentially universal core
mechanisms of disturbance and change. It involves concurrent examination of several
dysfunctional process variables that have been widely hypothesized as core processes in
many forms of psychological disturbance and treatment. These include Dysfunctional
Attitudes, Poor Self-esteem, Thought Suppression, Difficulty Identifying and
Describing Emotions, Ineffective Problem Orientation and Experiential Avoidance.
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Although these variables are supported by extensive empirical research, to date
they have been studied largely in isolated and often competing research fields (Harvey,
Watkins, Mansell, & Shafran, 2004). The primary aim of this thesis is to bring together
some of the current research evidence relating to these dysfunctional process variables,
to examine the extent of their overlap and distinctiveness, and to examine their
relationships with emotional wellbeing.
The significance of this thesis in the broad context of psychology research lies in
its potential for advancing conceptualisations of psychopathology and change. It
endeavours to help establish important links between theory and practice thought to be
currently lacking in the CBT approach, particularly in relation to the hypothesized
mediators (Hayes, Luoma, Bond, Masuda, & Lillis, 2006). Additionally, it seeks to aid
the development of optimally effective treatments by illuminating key dysfunctional
processes, which informs the ultimate question of ‘what works’ in therapy.

1.2

Outline of Thesis

The chapter that follows provides an overview of the background and rationale for
the investigations reported in this thesis. It provides a basic outline of the CBT approach
and its development. It highlights some core theoretical assumptions underpinning
CBT. It describes the purported mediating role of cognition and its various facets in
affecting psychological disturbance and therapeutic change. It also discusses the current
state of evidence concerning hypothesized mediators.
Additionally, the next chapter outlines some other core theoretical assumptions
and relevant empirical findings that inform the present investigations. These relate to
the presumed universality of psychological disturbance and its causes in human
language, and transdiagnostic perspectives on disturbance and change.

2

From Chapters Three through Eight, some key dysfunctional process variables
that have been widely hypothesized to mediate psychological disturbance will be
reviewed. These particular dysfunctional process variables are evaluated concurrently in
the studies reported in this thesis. The reviews of each variable explicate its theoretical
links to wellbeing and relevant empirical support. Additionally, they describe a widely
utilized self-report measure of the dysfunctional process variable, and evidence that
attests to its favourable psychometric properties and links to emotional wellbeing.
Chapter Nine provides an overview of research that has investigated relationships
between two or more key dysfunctional process variables. It also highlights the current
lack of knowledge concerning how the dysfunctional process measures interrelate, and
whether they demonstrate incremental validity in predicting emotional wellbeing.
Chapter Ten details the first investigation of this thesis. This involved an exploratory
factor analysis of the key dysfunctional process measures, which examined the extent of
their distinctness and redundancy. It discusses implications of findings from this
exploratory investigation and their impetus for further analysis.
Chapter Eleven details the second study, a follow-up investigation involving
confirmatory factor analysis using a second sample. It also discusses the findings and
implications of the second study. The final chapter, Chapter Twelve, summarizes the
findings and implications of the two key investigations. It also explores some
limitations of the research and nominates potential areas for further research.
Additionally, the final chapter highlights the main contributions that the outcomes of the
present investigation offer to contemporary clinical psychology theory and practice.

3
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CHAPTER TWO

Introduction

2.1

Cognitive Behavioural Therapy: Background and Definitions

Cognitive Behavioural Therapy boasts more than four decades as a recognised
psychotherapy and it has become the dominant approach in clinical psychology
(Hofmann & Asmundson, 2008). It evolved from early theories of personality and
psychopathology and related models of psychotherapy that emphasized the importance
of mental phenomena or ‘cognitions’ in understanding and treating psychological
disorders (Beck, 1967; Ellis, 1958). In its broadest sense the term cognition applies to
any form of mental process (Weiten, 2001). This includes but is not limited to thoughts,
beliefs, appraisals, and attitudes.
The first explications of the cognitive model and therapy were developed to
explain the psychological processes specific to depression and other emotional disorders
(Beck, 1967, 1976; Beck, Rush, Shaw, & Emery, 1979). They presented a structured,
short-term, present-oriented approach, directed at solving current problems and
modifying specific faulty thinking and behaviour (Beck, 1995). Eventually cognitive
concepts were merged with behavioural principles in the various early forms of CBT
(e.g. Ellis, 1962; Mahoney, 1974; Meichenbaum, 1977). These represented an
expansion of the basic principles underpinning early behaviour therapy with the key
addition of “…empirically supported first-order change methods aimed at overt
behaviour, emotions and cognition” (Hayes, 2004b, p. 643, italics in original).
Since early accounts of cognitive theory, the cognitive model and therapy have
dramatically elaborated in both scope and sophistication. Nowadays, the term ‘CBT’ is
4

generally applied to a broad domain of approaches that commonly acknowledges the
influence of cognition on human behaviour and adaptation. It also is used to describe
the expansive body of psychotherapeutic interventions developed to target cognitive
change as a means of facilitating behavioural and emotional change (Reinecke & Clark,
2004). The present thesis investigates some specific cognitive behavioural processes
thought to play a key role in psychopathology and its treatment.
Within the CBT framework, the common emphasis on cognition centres on its
functional relationship to behaviour, and the primacy of cognitive behavioural processes
in influencing individual variations in psychological disturbance and emotional
wellbeing. In the present context the term psychological disturbance refers to all forms
of emotional and behavioural disturbance that occur across the general population. This
includes specific psychological disorders outlined in the standard guide for
classification of psychopathology, the Diagnostic and Statistical Manual of Mental
Disorders (DSM-IV; American Psychiatric American Psychiatric Association, 1994). It
also encompasses other commonly experienced expressions of disturbance such as
stress, worry and avoidance. The term emotional wellbeing typically describes an
individual’s self-reported experience of symptoms of positive and negative affect
(Keyes, 2000). The investigations reported in this thesis will examine several self-report
process measures and the extent to which they correlate with disturbance and wellbeing.
From the outset the CBT movement has promoted a strong commitment to the
integration of science and practice in clinical psychology. Emphasis on the assessment
of observable outcomes and documentation of treatment efficacy via controlled
experimentation has been at the forefront of the CBT approach (Dobson & Khatri,
2000). Accordingly, CBT has come to demonstrate remarkable efficacy in the treatment
of a wide range of psychological disorders. These include but are not limited to general
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anxiety disorder, panic disorder, post-traumatic stress disorder, major depression,
bulimia and binge-eating disorder, sexual disorder, social phobia, childhood depressive
and anxiety disorders. Large effect sizes have been widely reported for many of these
conditions (Butler, Chapman, Forman, & Beck, 2006; Chambless & Ollendick, 2001).
CBT is also heavily represented in listings of empirically supported treatments for
psychological disorders commissioned by the American Psychological Association.
This register is upheld as the universal standard for evidence-based practice in clinical
psychology (Chambless & Ollendick, 2001). More recently CBT has also demonstrated
widespread success in non-clinical applications, with many hundreds of outcome studies
attesting to its broad efficacy in such contexts (Butler & Beck, 2001).
Over the decades many different constructs have been put forward as core
processes in the development, maintenance and amelioration of psychological
disturbance within the CBT approach. Moreover, a plethora of diverse CBT
interventions have emerged, targeting various maladaptive or dysfunctional processes,
with the aim of bringing about lasting improvement in functioning (Rosen & Davison,
2003). Some of these hypothesized core dysfunctional processes form the focus of the
present investigation, which explores points of overlap and distinction in their
measurement, and their relationship to emotional wellbeing.

2.2

The Cognitive Model of Psychological Disturbance and the
Purported Mediating Role of Dysfunctional Processes

In CBT it is broadly assumed that individual variations in psychological
disturbance and emotional wellbeing are causally affected by differences in the way an
individual processes and responds to their environment. In the present context the term
dysfunctional process will be used to describe maladaptive or unhelpful patterns of

6

thoughts, beliefs, appraisals, attitudes, images, memories and other so-called private
experiences that may typify an individual’s mental experience (Hayes, Strosahl, &
Wilson, 1999). Additionally, how one relates to those private experiences, and how they
evaluate them, are also incorporated in the present definition of what may constitute
dysfunctional process.
The purported causal influence of dysfunctional processes on disturbance and
wellbeing is embedded in one of the founding assumptions of CBT known as the
cognitive mediational hypothesis. This presupposes that cognitive processes (and more
broadly, cognitive, behavioural and affective processes) mediate the link between an
individual’s environment and their emotions and behaviour (Jarrett, Vittengl, Doyle, &
Clark, 2007, p. 433). To clarify, if a particular dysfunctional process, or dysfunctional
process variable, is claimed to mediate psychological disturbance in an individual, this
means it is presumed to causally influence the development, onset and/or maintenance
of psychological disturbance in that person. Similarly if a dysfunctional process variable
is hypothesized to mediate changes in an individual’s emotional wellbeing as a result of
psychotherapeutic intervention, this implies that the variable itself is altered by
treatment, and in turn, it causally influences change in the outcome of interest (Bond &
Bunce, 2000).
It is generally assumed that dysfunctional process variables that mediate the link
between environmental factors and the development, onset, and maintenance of
psychological disturbance are those same variables that mediate treatment-induced
change. Also, it is presumed that these variables account for individual differences in
both the development of psychological disturbance and response to treatment, as
determined by improvements in emotional wellbeing and positive behavioural change.
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Dysfunctional Process
Variable
(or ‘Mediator’)
e.g. Poor Self-esteem

Independent Variable

Outcome Variables

e.g. CBT intervention

e.g. depression, anxiety

Figure 1
Model of Cognitive Mediation (Adapted from Baron & Kenny, 1986)

Figure 1 visually depicts the process of mediation in the context of changes
brought about via CBT intervention, whereby a dysfunctional process variable is part of
a causal sequence between three (or more) variables. Specifically, it influences or
mediates the therapeutic outcomes of interest, or outcome variables, obtained through
an independent variable. In this instance, a CBT intervention that results in a reduction
in depression and anxiety symptoms brings about these changes by directly targeting
and improving an individual’s self-esteem, that is, their thoughts, beliefs and attitudes
concerning their own self-worth. The present thesis reports on a psychometric
investigation of several dysfunctional process measures (including a measure of self-
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esteem) that have been widely hypothesized to mediate individual disturbance and
wellbeing.
The cognitive mediational hypothesis presumes that psychological and
behavioural disturbances are primarily the result of problematic processes. It is
maintained that therapeutic change is elicited by targeting and altering these
dysfunctional processes either directly or indirectly (Clark, 1995). These assumptions
give rise to important questions concerning what particular process variables might be
deemed problematic, and how they might be targeted and altered in therapy so as to
improve an individual’s functioning and wellbeing.
Some literature distinguishes between problematic or dysfunctional ‘content’ and
‘contexts’ that affect psychological disturbance (Longmore & Worrell, 2007).
Dysfunctional content refers to the explicit thematic content of private experiences
including thoughts, images, beliefs and attitudes. Some CBT approaches assert that a
distinct profile of dysfunctional content characterizes each specific psychological
disorder, and this is central to both diagnosis and treatment (Beck, 1976; Beck, 2005).
For example, extensive research suggests that negative self-referential content about
being worthless, weak, and/or unlovable is central to depression (e.g. Ciarrochi, Robb,
& Godsell, 2005; Ciarrochi & West, 2004; DuBois, Lopez, & Parra, 2004).
Some examples of specific dysfunctional thoughts or beliefs along these lines
include: “All in all, I am inclined to feel that I am a failure”, “If I do not do as well as
other people, it means I am a weak person” and “I am nothing if a person I love doesn’t
love me” (Rosenberg, 1965; Weissman, 2000). It is content such as this that forms the
direct target for change in traditional CBT approaches, with the aim of altering both its
form and frequency. The psychometric investigations reported later in this thesis
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include several content-focused dysfunctional process variables that reflect problematic
evaluations of self and others.
Some CBT approaches focus on the role of problematic or dysfunctional contexts
in the manifestation and treatment of psychological disturbance. The notion of context
refers to the way an individual relates to, and responds to, the content of their private
experiences, which in turn is thought to shape their function and personal meaning
(Hayes et al, 1999). Context-focused CBT interventions target dysfunctional contexts,
assumed to give rise to psychological disturbance and ineffective behaviour (Hayes et
al, 1999). Their general aim is to alter the context of private experiences, rather than the
form or frequency of content, with a view to facilitating psychological acceptance and
effective behaviour (Hayes et al., 2006).
An example of a problematic context might exist in a circumstance where in
addition to having an unpleasant thought, such as “I am worthless”, a person believes it
to be true, and moreover seeks to escape from or avoid the thought and other unpleasant
private experiences associated with it. Perhaps they may try to suppress or avoid having
the unwanted thought, or to block awareness of associated unpleasant emotions. Perhaps
they may engage in overt avoidance behaviours, (e.g. social withdrawal, excessive drug
use) in an effort to avoid or ‘get rid of’ the thought and other related emotions.
Experiential avoidance is a term that reflects an unwillingness to ‘sit with’ aversive
private experiences coupled with efforts to avoid them, even when those efforts result in
ineffective behaviour (Hayes, Wilson, Gifford, Follette, & Strosahl, 1996). Extensive
research on experiential avoidance, thought suppression, and difficulty identifying and
describing emotions, suggests that these dysfunctional context-focused process
variables are central to the manifestation and treatment of various forms of
psychological disturbance, such as anxiety and depression (Bagby, Taylor, Quilty, &
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Parker, 2007; Hayes et al., 2006; Wenzlaff & Wegner, 2000). These variables are
examined in the present investigations.
Notwithstanding that potential distinctions between dysfunctional content-focused
and context-focused processes have been noted in the literature, it is generally
acknowledged that these are also overlapping categories (e.g. Longmore & Worrell,
2007; Hayes et al, 2006). The present psychometric investigations include some
dysfunctional process measures that incorporate both these facets. Most CBT
approaches recognize the influence of both content and context on psychological
disturbance and change, despite divergent theoretical and therapeutic emphases.
Increasingly, evidence suggests that emotional and behavioural change may come about
not merely through changing what people think, but more importantly the way they
think or process and analyse information (Jarrett et al., 2007).
A description of the specific dysfunctional process variables examined in this
thesis will be provided further on in this chapter. But first, what follows is an
explication of some key philosophical underpinnings that inform the investigations
reported.

2.2

Theory and Evidence that Informs a Global Approach
to Processes Research

The various CBT approaches provide an account of how psychopathology occurs
and moreover how it may be ameliorated via therapeutic intervention. Although
historically such accounts have related to specific clinical disorders, some more recent
CBT approaches are founded on a universal theory of psychological disturbance and
change (e.g. Hayes et al, 1999). Moreover, some suggest the causes of psychological
disturbance are also universal and lie inherent in human language and cognition (Hayes
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et al, 1999). These contentions are increasingly supported by empirical findings. They
also correspond with transdiagnostic perspectives, which promote a global approach to
psychology research and practice (Hayes et al, 2006; Harvey et al, 2004).
The present thesis is founded on a global research perspective and some theory
and evidence that supports this framework will be briefly elaborated. The chapters that
follow will systematically review evidence pertaining to the specific Dysfunctional
process variables included in the present study, which suggests that each may
universally influence disturbance and wellbeing across the general population.

2.2.1

An Account of the Universality of Psychological Disturbance and its Causes
Acceptance and Commitment Therapy provides an example of one CBT approach

that adopts a universal perspective on disturbance and change (ACT; Hayes et al.,
1999). ACT provides an explicit account of the universal causes of disturbance and its
treatment in its underlying theory of language and cognition, known as Relational
Frame Theory (RFT; Hayes, Barnes-Holmes, & Roche, 2001). A brief explanation of
the ACT/RFT model of psychological disturbance is provided since the investigations
reported in this thesis are founded on this conceptualization.
ACT presupposes that all humans experience psychological disturbance to varying
degrees, and that language is the universal cause of this unnecessary suffering (Hayes et
al, 1999). Psychological disturbance is deemed ‘unnecessary’ in the sense that it is not
driven by deprivation or threat. Two premises will be elaborated here to explain the
ACT/RFT account of the universality of psychological disturbance and its root causes in
language. The first is that the human mind is biased toward negative content. The
second is that human language processes are inherently problematic, and so too are
cognitive processes given that they are language-based.
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ACT/RFT presumes that the human instinct, like that of all species, is biased
toward survival. For this reason the human mind has evolved with an inherent bias
toward detecting threats to survival. It is constantly evaluating and judging as it scans
the environment looking for potential problems and threats. Since the mind is
biologically primed toward detecting ‘bad’ things in its environment, it acts as a
perpetual alarm system to protect us and help us survive (Ciarrochi et al., 2005).
In the days of early human existence the so-called human alarm system, the mind,
would have been critical to protecting our species from persistent physical threats to
survival, such as being attacked by a predator or running out of water and food.
Although in modern society such physical threats are far less likely to be experienced,
the human mind continues to serve as a constant threat detector. It turns to scanning for
threats of a psychological and social nature, in the absence of actual physical threat. It
evaluates past, present and future. It judges the self, others and the environment. It
reacts to modern day threats as if under real physical attack.
Take for example, a situation like having to give a speech in front of a large
audience. In many cases this situation might get a person’s mind racing with unhelpful
thoughts. One might imagine making many mistakes, making a fool of oneself, or
forgetting what to say. One might think about the possibility of failing at the task, of
being negatively judged by others, of others critiquing the presentation as being
substandard. Additionally, one might experience physical sensations such as racing
heart or breathlessness, as if the body were preparing to run for its life. In modern life,
the mind tends to overreact in challenging situations with all sorts of extreme content
(as if the audience might actually get up and eat us!). By its very nature, the mind is
always saying something, whether what it is saying is helpful or not. ACT/RFT posits
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that when humans believe unhelpful material that the mind brings up, they may
experience unnecessary psychological disturbance (Hayes et al, 1999).
In conjunction with the presumption that all humans experience psychological
disturbance, ACT/RFT assumes that the universal source of this disturbance is human
language (Hayes et al, 1999). This is because language tends to be bi-directionally
related to experience. Bi-directionality refers to the function of language as being
dependent on a mutual relationship between symbols and events (Pierson & Hayes,
2007). For example, a word such as “shock” may elicit some of the aversive functions
of shock itself, and the actual experience of shock will carry with it linguistic functions
such as the word “shock” (Ciarrochi, et al, 2005). Evidence suggests that bidirectionality is unique in humans (Hayes et al., 2001).
The implication of bi-directionality is that psychological and emotional reactions
to past happenings can be conjured up in the present, even in the absence of observable
contingencies (Hayes et al., 2001). Thus, when humans interact verbally with their own
behaviour, the psychological meaning of both the verbal symbol and the behaviour itself
can change. Bi-directionality means that language can not only describe disturbing
things and events but it can evoke reactions to them as if they were actually present in
that moment of being described (Ciarrochi et al, 2005).
For instance, verbal reports of past trauma can provoke traumatic reactions, even
when the reports do not predict the trauma, or even when the report has never been
made before. Fear of any number of things, for example, snakes, needles, or cancer,
may arise not only when directly encountered but also at their mere mention (Ciarrochi
et al, 2005). Language enables humans to re-experience painful events in neutral or
even pleasant settings, for instance, when they might be just lying on the lounge at
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home. We are even capable of experiencing sensations and imagining events that never
happened to us in the event of someone telling us a story (Ciarrochi et al, 2005).
In RFT the aforementioned capacities are known as the transformation of stimulus
functions. It is maintained that “When two stimuli are related, some of the functions of
each stimulus change according to what stimulus it is related to, and how it is related to
that stimulus” (Ciarrochi et al, 2005, p.85). In human language, through the
transformation of stimulus functions, symbols (words and thoughts) take on the power
of actual experience. This process vastly expands the number of things that may be
adverse.
For example the word “cancer” might be adverse to a person because of the illness
it describes. That person might then experience aversive emotions and thoughts when
the word “cancer” is related to something else. For instance, if the person is warned,
“That new guy, David, is a cancer in our organization” they may develop an aversion to
David. They may avoid him, just as they seek to avoid cancer. Importantly, the way the
person comes to think and feel and act toward David is not based on any direct
experience with David, but on the verbal relation between “David” and “cancer”.
Research indicates that the number of thoughts, images, and sensations people
have that are based on direct experience can be quite small compared the number
derived (Wulfert & Hayes, 1988). It also appears that humans tend to respond based on
derived relations rather than on relations from direct experience. Consequently it is
maintained that humans are prone to over-rely on fixed verbal ‘rules’ or
overgeneralisations (e.g. “I am a failure”) to govern their behaviour.
Research has shown that rule-governed behaviour tends to be insensitive to
changes in the environment (e.g. Hayes, Brownstein, Haas, & Greenway, 1986), which
in turn can lead to rigid and inflexible habitual patterns of responding (Hayes et al,
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2001). The dysfunctional process variables included in the present study reflect some
such unhelpful ‘rules’, beliefs and evaluations that have been causally implicated in
psychological disturbance and maladaptive behaviour.

2.2.2

Transdiagnostic Perspectives and Empirical Findings
Some germane evidence that supports the global research perspective adopted in

the present thesis comes from the field of transdiagnostic research, which involves an
across-disorder approach to the study of psychological disturbance and its treatment
(Harvey et al., 2004). It examines potential commonalities across disorders and
contrasts an alternative disorder-specific approach that has been typically adopted in
traditional CBT and clinical research.
In recent years transdiagnostic research has unearthed findings of striking
similarities across divergent clinical disorders (Harvey et al., 2004). Evidence of overlap
between depression and anxiety in particular suggests the possibility of common
processes underlying disturbance, especially given that these are the most prevalent
classes of psychological disorder in the general population (Kessler, Chiu, Demler, &
Walters, 2005). Specifically, research indicates that approximately 50% of individuals
with depression have a co-existing anxiety disorder (Kessler et al., 1996; Mineka,
Watson, & Clark, 1998). These disorders also share many symptoms, including
difficulty concentrating, restlessness, fatigue, and sleep problems. Moreover, there is
evidence that anxiety and mood disorders may be variable manifestations of similar
neurobiological processes (Hopko, Hopko, & Lejuez, 2006).
Other support for claims that universal processes may underpin psychological
disturbance is provided by evidence that many treatments have broad effects as well as
findings of high co-morbidity for psychological disorders (Forman, Herbert, Moitra,
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Yeomans, & Geller, 2007; Kessler, Chiu et al., 2005). Approximately 40% of
individuals diagnosed with a DSM-IV disorder meet the criteria for two or more DSMIV diagnoses over a 12-month period, and almost half those diagnosed with a lifetime
DSM-IV disorder qualify for two or more DSM-IV diagnoses (Kessler, Berglund,
Demler, Jin, & Walters, 2005; Kessler, Chiu et al., 2005). Collectively these findings
suggest that common core factors may underpin various forms of psychological
disturbance and their treatment (Harvey et al., 2004). However, this proposition has
been scarcely researched in the CBT tradition.
Transdiagnostic perspectives also draw on evidence that psychological disturbance
and wellbeing may occur on a continuum rather than as discrete categories of specific
signs and systems, which are distinct from adaptive psychological functioning (Harvey
et al., 2004). Furthermore, empirical findings indicate that the psychological
experiences of individuals diagnosed with a clinical disorder compared to so-called
‘normals’ differ primarily in frequency and severity rather than in character (Harvey et
al., 2004). Such evidence provides impetus for research that seeks out commonalities
across disorders and divergent populations.
The expanding scope of evidence for the efficacy of CBT in non-clinical
applications provides further support for the claim that certain dysfunctional process
variables may universally influence human functioning and change. Research findings
indicate that CBT is broadly effective in reducing disturbance and improving wellbeing
in a wide range of non-clinical populations. Some contexts in which CBT has been
successfully utilised include but are by no means limited to educational settings, sports
settings, healthcare and medical settings and in the workplace (Bond & Bunce, 2000;
Boutin, 2007; Dahl, Wilson, & Nilsson, 2004; Kunik et al., 2001; Lloyd & Foster, 2006;
Mennuti, Freeman, & Christner, 2005; Rybarczyk et al., 2005; Wildenhaus, 1997).

17

2.3

Current Empirical Gaps and Shortcomings in the Study of Hypothesized
Mediators: A Rationale for the Present Investigations

Over the decades the CBT movement has demonstrated exceptional commitment
to scientific rigour in amassing a remarkable amount of empirical evidence for its
efficacy across various populations and contexts. This evidence has lent general support
to the presumption that cognitions play a primary role in mediating disturbance and
wellbeing. Notwithstanding this, it is widely asserted that the explicit mechanisms of
disturbance and change in CBT and in psychotherapy more broadly remain largely
uncertain (e.g. Rosen & Davison, 2003: Longmore & Worrell, 2007).
A multitude of CBT approaches have posited seemingly distinctive dysfunctional
process variables as core processes, including those examined in the present
investigations. Entire areas of CBT literature have spawned around the wealth of
hypothesized mediators, and a profusion of literature has been dedicated to illuminating
their nature and influence on disturbance and wellbeing. Moreover, countless measures
have been devised to evaluate the many hypothesized mediators and the therapeutic
outcomes of interest they purportedly mediate. Additionally, an abundance of divergent
therapeutic change methods and protocols have been designed to target the various
hypothesized mediators as a means of bringing about treatment-induced improvements
in functioning (Hayes et al, 2006).
The so-called “dizzying array” of purported mediators, measures, and methods
spawned under the CBT paradigm has created much confusion in the field of clinical
psychology and given rise to significant research problems (Hayes et al, 2006, p. 2).
One such problem is examined in the present studies, namely uncertainty as to whether
the core cognitive processes targeted in CBT are actually distinct. For example, say
CBT approach ‘A’ targets poor self-esteem, whilst alternatively CBT approach ‘B’
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targets dysfunctional attitudes. In the event of both interventions showing
improvements, there remains the question of whether they are really targeting separate
aspects of dysfunctional process, or instead, the same dysfunctional process variable
under the guise of different names.
It is generally maintained that the primary role of clinical research should be to
achieve an understanding of the change mechanisms that give rise to client’s clinical
improvement (Shapiro, 1995). Over the last decade there have been growing calls for
the CBT approach to adopt a rigorous agenda of technical specification and hypothesis
testing directed at illuminating the hypothesized mediators (e.g. Dobson & Khatri,
2000; Hayes, 2004a; Longmore & Worrell, 2007; Rosen & Davison, 2003).
Consequently research in this area has been on the increase and the soundness of
research methodologies to this end has improved considerably (Hofmann &
Asmundson, 2008; Longmore & Worrell, 2007).
It is widely agreed that a greater understanding of the probable mediators of
disturbance and change than presently exists is vital to the advancement of CBT and
psychotherapy (Dobson & Khatri, 2000; Longmore & Worrell, 2007). The ultimate
value of research in this area is that it stands to advance knowledge of psychological
disturbance and to help “…build better, more effective therapeutic interventions”
(Longmore & Worrell, p. 185).
The present thesis seeks to shed some light on the measurement of some key
dysfunctional process variables that have been widely hypothesized to mediate
disturbance and wellbeing. Among some of the questions examined include whether
dysfunctional process should be described as a multifaceted construct, and if so, how
the facets should be defined. The investigation brings together a number of well
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established measures to explore the unique dysfunctional processes, in response to a
present lack of research that evaluates dysfunctional process measures concurrently.
The studies do not entail mediational analyses, but rather they examine
interrelationships between the dysfunctional process measures and their validity in
predicting psychological disturbance and emotional wellbeing. As such the
investigations stand to provide important information about the nature of the
dysfunctional process variables that will ultimately inform methodologically sound
analyses of hypothesized mediators.

2.4

An Outline of the Dysfunctional Process Variables Examined in this Thesis

A total of seven dysfunctional process variables are examined in the psychometric
studies reported in this thesis. Table 1 lists the key dysfunctional process variables and
corresponding self-report measures employed in the studies. The variables are grouped
in the table according to whether they primarily emphasise content, context, or a
combination of both aspects of dysfunctional processes. Distinctions between content
and context focused variables have been identified for pragmatic reasons, given that the
investigations explore potential relationship and divergence between the dysfunctional
process measures included. On the basis of current theory and research, it is
presupposed that some grouping of content and context focused dysfunctional process
measures may emerge in the findings. The outcomes of the psychometric investigations
will determine if this is a well-founded presumption.
A brief definition of each dysfunctional process variable follows. A more
extensive review of each construct, its measurement, and research that supports it as a
core process of change will be outlined in further chapters.
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Table 1

The Key Dysfunctional Process Variables and Corresponding Self-Report Measures
Employed in the Studies Reported

Dysfunctional Process Variables

Dysfunctional Process Measures

Content-focused Variables

1. Dysfunctional Attitudes

Dysfunctional Attitude Scale (Weismann, 2000).

(Dysfunctional Achievement & Interpersonal
Concerns)

2. Poor Self-esteem

Self-Esteem Scale (SES; Rosenberg, 1965).

Context-focused Variables

3. Thought Suppression

White Bear Suppression Inventory: Thought
Suppression Scale (Wegner & Zanakos, 1994).

4. Difficulty Identifying Emotions

Toronto Alexithymia Scale: Difficulty Identifying
Emotions Subscale (Bagby et al, 1994)

5. Difficulty Describing Emotions

Toronto Alexithymia Scale: Difficulty Describing
Emotions Scale (Bagby et al, 1994)

6. Experiential Avoidance

The 9-item Acceptance & Action Questionnaire
(Hayes et al, 2004).

Combination Variables

7. Ineffective Problem Orientation

Social Problem Solving Inventory – A: Problem
Orientation Scale (Frauenknecht & Black, 1995).

Note. ‘Content-focused variables’ reflect explicit instances of negative self-referential cognitive content.
‘Context-focused variables’ reflect specific dysfunctional processes by which an individual relates and
responds to private experiences. ‘Combination variables’ reflect both content-focused and contextual
aspects of dysfunctional processes.
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1. Dysfunctional Attitudes - the tendency to endorse specific maladaptive selfreferential cognitions regarding:
a) The dire importance of personally achieving to the highest standard and
being highly successful, that is, Dysfunctional Achievement Concerns,
(Ciarrochi et al., 2005; Ciarrochi & West, 2004) and,
b) The dire importance of having other people’s love and approval, that is,
Dysfunctional Interpersonal Concerns (Ciarrochi et al., 2005; Ciarrochi
& West, 2004).
2. Poor Self-esteem – the tendency to experience global negative self-evaluations
about being unworthy, inadequate and deficient, and to act in accordance with
this negative self-related cognitive content (Baumeister, Campbell, Krueger, &
Vohs, 2003).
3. Thought Suppression – the tendency to avoid or try to suppress undesirable or
intrusive thoughts (Wegner & Zanakos, 1994).
4. Difficulty Identifying Emotions – difficulty recognising emotions being
experienced (Taylor, Bagby, & Parker, 2003).
5. Difficulty Describing Emotions – difficulty labelling and articulating emotions
(Taylor et al., 2003).
6. Experiential Avoidance – an unwillingness to accept or remain present to
undesirable thoughts and feelings, and a tendency to attempt to avoid these
private experiences or events that elicit them (Hayes et al., 1996).
7. Ineffective Problem Orientation –the tendency to evaluate problems as a threat,
to doubt in one’s ability to solve problems effectively, and to avoid problem
solving activity (Chang & D'Zurilla, 1996).
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The abovementioned dysfunctional process variables were selected for analysis in
the present investigations for a number of reasons and based on extant theory and
research. Specifically, the available literature surrounding each dysfunctional process
variable contained the following elements, which were pre-requisites for inclusion in the
present investigations:
a) a comprehensive theoretical explication of the dysfunctional process variable and
its hypothesized role as a core process underpinning psychological disturbance
and emotional wellbeing
b) a psychometrically robust and widely utilised dysfunctional process measure
supported by evidence from multiple independent laboratories
c) Empirical evidence from a broad range of methodologically sound cross-sectional,
longitudinal and intervention studies that the dysfunctional process variable
correlates with, and moreover accounts for a substantial amount of variance in
emotional wellbeing
d) Evidence that implicates the dysfunctional process variable in a range of
psychological disorders as well as in non-clinical populations, suggesting that it
may be a universal cognitive mechanism.
It is notable that other prominent dysfunctional process variables exist in addition
to those included in the present studies, which are similarly supported by extant
literature. However for pragmatic and statistical reasons it was necessary to limit the
measures to a manageable number, to enable a thorough and reliable analysis of those
examined. Notwithstanding this constriction, the present selection of measures is
deliberately diverse and reflects a sampling of some of the key areas of literature and
research in contemporary CBT.
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To date there is very little empirical research that examines the degree of overlap
and distinctiveness between the key dysfunctional process variables. This question is
addressed in the present studies through concurrent psychometric investigation of the
key dysfunctional process measures. There is a remarkable weight of empirical
literature behind each dysfunctional process variable. Table 2 provides an indication the
breadth of research to date on the dysfunctional process variables and their
measurement. It reports the number of citations retrieved during a recent search of the
PsychINFO database for publications pertaining to each dysfunctional process variable
and their associated measures.
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Table 2
Number of Citations for Key Dysfunctional Process Variables and their Standard
Measures Recorded in Psych INFO Database as of July 27th, 2010.

Dysfunctional Process Variables

Subject Search Terms

1. Dysfunctional Attitudes

Dysfunctional Attitudes
Dysfunctional Attitude Scale

2. Poor Self-esteem

Number of
Citations

55
183

Self esteem

32235

Rosenberg Self Esteem Scale

1192

Thought Suppression

524

White Bear Suppression Inventory

47

4. Difficulty Identifying Emotions

Difficulty identifying feelings

96

5. Difficulty Describing Emotions

Difficulty describing feelings

49

3. Thought Suppression

6. Experiential Avoidance

7. Ineffective Problem Orientation

Alexithymia*

2077

Toronto Alexithymia Scale

859

Experiential Avoidance

236

Acceptance & Action Questionnaire

30

Problem Orientation

188

Social Problem Solving Inventory

114

Note. Subject search terms represent the most frequent lexicon used to describe the variables and
measures in psychology literature. ‘Alexithymia’ is the overarching construct that subsumes difficulty
identifying and describing emotions
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2.5

Measuring Emotional Wellbeing

Several aspects of emotional wellbeing are also measured in the present
investigations, and will be discussed in the experimental chapters. Emotional wellbeing
is a widely evaluated and multifaceted variable. It is said to reflect an individual’s
assessment of the quality of their life, and to encompass a broad spectrum of affective
states (Diener, 1994). Accordingly, emotional wellbeing is generally measured using a
combination of self-report instruments that evaluate global markers of positive and
negative affect, as well as specific markers such as depression, anxiety and stress
(Keyes & Lopez, 2002). It is widely argued that self-report instruments readily lend
themselves to measuring emotional wellbeing since, “by definition, the final judge of
someone’s subjective wellbeing is whoever lives inside that person’s skin” (Myers,
2000, p. 57).
The studies reported in this thesis evaluate a combination of specific and general
markers of emotional wellbeing. These include depression, anxiety, stress, positive
affect and negative affect. An explication of the measures used to assess these variables
is provided further on in the Methods section of the experimental chapters.

2.6

Summary and Conclusions

The growth and popularity of the CBT approach over the past four decades is
attributable to a number of key factors including its widespread utility and its articulated
commitment to scientific rigour (Reinecke & Clark, 2004).Content and context focused
processes have been variably targeted in the different approaches. Nonetheless, it is
widely acknowledged that there are points of intersect between these aspects of
dysfunctional process. Whilst clinical research in the CBT approach has traditionally
adopted a disorder-specific focus, there is mounting evidence in support of a
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transdiagnostic approach to research and treatment of psychological disturbance.
Moreover, a growing body of evidence suggests that psychological disturbance is
universal, and so too its causes. The studies reported in the present thesis are grounded
on these premises.
The CBT movement has promulgated a wealth of literature and research on a
diverse range of dysfunctional process variables that are hypothesized mediators.
Accordingly a vast number of dysfunctional process measures have been developed to
evaluate these dysfunctional process variables, and their influence on various markers of
emotional wellbeing. However, despite the abundance of literature on the hypothesized
mediators in CBT, there is a notable lack of empirical research that examines these
variables concurrently. Consequently, very little is known about the relationships
between these variables, in particular the extent to which they are distinct and/or
overlapping, and whether they exhibit incremental validity in predicting wellbeing.
The research reported in the present thesis draws on some of the extant body of
knowledge regarding potentially universal processes. It aims to bring together some key
dysfunctional process variables into a cohesive framework, to examine their
interrelationships and correspondence with wellbeing. This research is ultimately
motivated by the goal of contributing to advancing the understanding of the mediators,
and development of optimally effective therapeutic interventions.
Given the scope of current literature surrounding the key dysfunctional process
variables, and since for the most part each has been researched in isolation, chapters
Three through Eight will first provide separate reviews of each dysfunctional process
variable and standard dysfunctional process measure. The review chapters will outline
the basic theory behind each dysfunctional process variable, and empirical evidence
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supporting the purported link between the standard dysfunctional process measure and
emotional wellbeing.
Chapter Three reviews Dysfunctional Attitudes and its measurement using the
Dysfunctional Attitude Scale (Weissman & Beck, 1978). Chapter Four reviews Poor
Self-esteem, and its measurement using the Rosenberg Self-Esteem Scale (Rosenberg,
1965). Chapter Five focuses on Thought Suppression and its measurement, using the
White Bear Suppression Inventory - Thought Suppression Scale (Wegner & Zanakos,
1994). Chapter Six reviews Difficulty Identifying Emotions and Difficulty Describing
Emotions and the standard measures of these variables in the 20-item Toronto
Alexithymia Scale (Bagby, Parker, & Taylor, 1994b). Chapter Seven reviews
Experiential Avoidance and its measurement using the 9-item Acceptance and Action
Questionnaire (Hayes, Strosahl et al., 2004). Chapter Eight provides a review of
Ineffective Problem Orientation and its measurement, using the Ineffective Problem
Orientation subscale of the Social Problem Solving Inventory – A (Frauenknecht &
Black, 1995).
Following the separate review chapters of the key dysfunctional process variables
and measures, the potential interrelation between the dysfunctional process variables
and standard measures will be examined. This is central to the investigations reported
given that the thesis fundamentally aims to facilitate synthesis in this research area.
Chapter Nine provides an overview of previous research that has investigated some of
the key dysfunctional process variables together. Two studies that explore the key
dysfunctional process measures concurrently will be reported in the chapters that follow
the dysfunctional process variable reviews. Chapter Ten reports an exploratory factor
analysis of the seven key dysfunctional process measures. Chapter Eleven reports a
subsequent confirmatory factor analysis.
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3

CHAPTER THREE

Dysfunctional Attitudes

3.1

Dysfunctional Attitudes and Their Theoretical Links with Emotional Wellbeing
Dysfunctional attitudes or beliefs lie at the heart of traditional cognitive accounts

of psychological disturbance and form the core target of numerous CBT interventions
(i.e. Beck et al., 1979; Dryden, 2001; Ellis, 2001). They are described as “rigidly held
overgeneralizations” which tend to persist in the face of contradictory evidence (Kwon
& Oei, 2003, p.74). Individual differences occur in the propensity to hold dysfunctional
attitudes, and a strong tendency toward dysfunctional beliefs appears to predispose an
individual to experience low levels of wellbeing (Ciarrochi & West, 2004).
Dysfunctional attitudes also tend to hinder goal achievement and provoke significant
emotional distress when elicited (Kwon & Oei, 2003).
Dysfunctional attitudes are held to represent the core assumptions that form the
basis for maladaptive interpretations, emotional reactions and behavioural responses to
experiences that characterize many forms of psychological disturbance (Beck, Brown,
Steer, & Weissman, 1991). They appear to broadly influence psychological experience
in both clinical and non-clinical populations. Some CBTs point to dysfunctional
attitudes as causes of psychological and behavioural disturbance. For instance, Beck’s
cognitive theory purports that dysfunctional attitudes are activated in the presence of
and interact with life events that carry a specific meaning for an individual (Beck, 1976;
Beck et al., 1979). In turn “the special meaning of an event determines the emotional
response (which) forms the core of the cognitive model of the emotions” (Beck, 1976,
p. 52). The activation of dysfunctional attitudes in the face of critical life events is
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thought to lead to in an increase in negative automatic thoughts and ultimately the
emergence of psychopathological conditions.
Dysfunctional attitudes subsume a number of different ‘classes’ or categories of
maladaptive beliefs, and two particular categories of dysfunctional attitudes are
frequently distinguished (Ciarrochi & West, 2004). The Dysfunctional Achievement
Concerns class of beliefs, sometimes termed ‘autonomy’ or ‘perfectionism’, pertains to
cognitive distortions regarding the importance of being perceived as highly successful,
admirable, and effective in life. This dysfunctional process variable is said to be a
particularly potent influence on emotional wellbeing (Blatt, Quinlan, Pilkonis, & Shea,
1995). The Dysfunctional Approval Concerns class of beliefs, sometimes referred to as
‘sociotropy’, encompasses a category of cognitive distortions regarding the need for
others love and approval.
The salience of the different classes of dysfunctional attitudes appears to differ
from individual to individual, and variably influence the way individuals interpret
events and experience psychological disturbance (Jarrett et al., 2007). It is claimed that
dysfunctional achievement concerns predispose an individual to experience depression
in the event of a perceived personal failure (Beck, 2005). Dysfunctional interpersonal
concerns are thought to create a vulnerability to depression in the event of perceived
personal rejection (Beck, 2005).
Traditional CBT approaches presume that changing dysfunctional attitudes is
critical to ameliorating psychological symptoms (Floyd & Scogin, 1998). Accordingly
dysfunctional attitudes are routinely identified as core targets of intervention (Safran &
Segal, 1990). Strategies involving identifying, challenging and modifying dysfunctional
cognitions have become the hallmarks of traditional CBT interventions (Blagys &
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Hilsenroth, 2002). Moreover, the measurement and evaluation of dysfunctional attitudes
has become a critical aspect of traditional CBT research and practice.
Measures of dysfunctional attitudes are routinely used in many areas of CBT
research and the relationship between dysfunctional attitudes and emotional wellbeing
has been frequently explored (Dozois, Covin, & Brinker, 2003; Jarrett et al., 2007). It is
claimed that “modification of dysfunctional attitudes is seen as key to CT’s efficacy
over the short run as well as longitudinally” (Jarrett et al, 2007, p.433).
Notwithstanding that traditional CBT has long emphasized dysfunctional attitudes
as probable core mediators of disturbance and change, empirical challenges to this
assumption have been recently mounted and some anomalies have been raised (e.g.
Longmore & Worrell, 2007; Hayes, 2004). In the select review of empirical research on
the relationship between dysfunctional attitudes and wellbeing that occurs later in this
chapter, some evidence that speaks to this debate will be detailed.

3.2

Measuring Individual Differences in Dysfunctional Attitudes –
The Dysfunctional Attitude Scale

There are a number of established measures of dysfunctional attitudes. However,
many early measures have been shown to lack reliability and validity and others have
focused on preferences rather than beliefs, which are not necessarily indicative of
dysfunction (Ciarrochi & West, 2004; Ramanaiah, Heerboth, & Schill, 1987). The
Dysfunctional Attitude Scale focuses exclusively on beliefs and is widely recognized
for its robust psychometric properties (Weissman, 2000; Weissman & Beck, 1978). The
Dysfunctional Attitude Scale is a 40-item self-report measure designed to evaluate
individual differences in the propensity to hold assumptions and beliefs characteristic of
various forms of psychological disturbance (Beck et al., 1991; Segal & Lachman,
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1972). It is based on Beck’s cognitive therapy model and was originally devised to
assess attitudes that indicated a cognitive vulnerability to depression (Beck, 1976; Beck
et al., 1979; Floyd, Scogin, & Chaplin, 2004).
A multitude of research indicates that the Dysfunctional Attitude Scale is
multidimensional. Two distinct subscales have been widely identified, namely
Dysfunctional Achievement Concerns and Dysfunctional Interpersonal Concerns (Cane,
Olinger, Gotlib, & Kuiper, 1986; de Graaf, Roelofs, & Huibers, 2009; Weissman,
2000). These subscales differentially associate with aspects of emotional wellbeing.
Scores on Dysfunctional Interpersonal Concerns have been found to correlate with
anxiety, whilst Dysfunctional Achievement Concerns scores tend to relate more closely
with depression (Fresco, Sampson, Craighead, & Koons, 2001).
The Dysfunctional Attitude Scale has demonstrated excellent concurrent validity,
significantly correlating with several other measures of depressive symptoms (e.g.
Floyd et al., 2004; Weissman & Beck, 1978). It has been shown to discriminate between
diagnosed depressed and non-depressed groups, and to be sensitive to change following
clinical intervention with depressed adults (Corcoran & Fischer, 2000; Haaga, Fine,
Terrill, & Stewart, 1995). It has also demonstrated sensitivity to severity of depression
and general emotional distress, as well as differences in euthymic uni-polar and bi-polar
samples (Dobson & Khatri, 2000; Lam, Wright, & Smith, 2004; Macavei, 2006;
Weissman & Beck, 1978). Moreover, the validity and reliability of the Dysfunctional
Attitude Scale appears consistent across a range of cultures, age groups, and divergent
samples (Macavei, 2006).
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3.3

A Selective Review of Empirical Evidence Supporting the Relationship Between
Dysfunctional Attitudes and Wellbeing
There is robust evidence that high levels of dysfunctional attitudes are related to

lower levels of emotional wellbeing in both clinical and non-clinical populations
(Ciarrochi & West, 2004; Lindner, Kirkby, Wertheim, & Birch, 1999; Malouff &
Schutte, 1986; Weissman, 2000). Some research specifically indicates that
dysfunctional attitudes may mediate psychological disturbance and change, whilst other
findings suggest that dysfunctional attitudes may be the products of psychological
disturbance rather than antecedents (Beck, 2005; Ilardi & Craighead, 1999). Some
evidence indicates that the relationship between dysfunctional attitudes and
psychological disturbance may be bi-directional, such that they fuel each other in a
cyclic relationship (Oei, Bullbeck, & Campbell, 2006). A range of evidence that both
supports and disputes the purported mediating role of dysfunctional attitudes in
disturbance and change will be presented in the following sections.

3.3.1 The Role of Dysfunctional Attitudes in Clinical Disorders
Dysfunctional attitudes have been implicated in the onset and treatment of several
major clinical disorders. These include depression, bi-polar disorder, anxiety disorders,
substance-related disorders and personality disorders (Andersson & Eisemann, 2003;
Fresco et al., 2001; Hill, Oei, & Hill, 1989; O'Leary, Cowdry, Gardner, & Leibenluft,
1991). Several studies have demonstrated the beneficial effects of CBT in improving
dysfunctional attitudes over and above alternative treatments including interpersonal
therapy and pharmacotherapy (Imber et al., 1990; Segal, Gemar, & Williams, 1999;
Whisman, Miller, Norman, & Keitner, 1991).
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A large body of evidence implicates dysfunctional attitudes in the cause and
treatment of depression. Studies have consistently demonstrated that depressed
individuals are prone to endorsing dysfunctional attitudes to a greater degree than nondepressed individuals (Weissman, 2000). Positive correlations between dysfunctional
attitudes and depressive symptoms preceding, during, and following CBT interventions
have been reported (Burns & Spangler, 2001).
A number of outcome studies have demonstrated that dysfunctional attitudes
moderate the efficacy of CBT for depression. For instance, some research shows that
individuals who initially rate higher on dysfunctional attitudes demonstrate poorer
response to CBT for depression (Keller, 1983). Conversely, low endorsement of
dysfunctional attitudes has been shown to predict favourable therapeutic outcomes
(Sotsky, Glass, Shea, Pilkonis, & et al., 1991). One CBT component analysis study
revealed that strategies targeting dysfunctional attitudes lead to improvements in
interpersonal relationships and frequency of pleasant events (Jarrett & Nelson, 1987).
The hypothesized mediating role of dysfunctional attitudes is supported by
evidence that improvements in dysfunctional attitudes precede improvement in
depressive symptoms in CBT for depression (Kwon & Oei, 2003; Tang & DeRubeis,
1999; Whisman, 1993). One study showed that low scores on dysfunctional attitudes
predicted lower depressive symptoms immediately following a negative event (Abela &
D'Alessandro, 2002). Other research has demonstrated that high levels of dysfunctional
attitudes predict depression through their interaction with negative life events (Kuiper,
Olinger, & Martin, 1988; Oei, Goh, & Kwon, 1996). One study showed that pre- and
post-treatment scores on the Dysfunctional Attitude Scale mediated the effects of
individual CBT for depression (DeRubeis et al., 1990). Another found that a decrease in
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levels of dysfunctional attitudes lead to a reduction in negative automatic thoughts,
which in turn resulted in a reduction in depressive symptoms (Kwon & Oei, 2003).
Some studies have found that high dysfunctional attitudes in conjunction with
negative dysfunctional

process predict significant risk for depression both

retrospectively and prospectively, and that dysfunctional attitudes is the strongest of
these two predictors (Hankin, Abramson, Miller, & Haeffel, 2004; Oliver, Murphy,
Ferland, & Ross, 2007). One study demonstrated that reductions in the frequency of
dysfunctional attitudes following CBT intervention persisted at 30-month follow-up,
and also that immediate post-treatment levels of dysfunctional attitudes predicted
relapse over the same period (Segal et al, 1999).
Several other intervention studies have tracked the progress of change in
dysfunctional attitudes over the course of CBT for depression. For the most part,
findings indicate that significant improvements in dysfunctional attitudes tend to occur
in the early stages of CBT (Jarrett et al, 2007; Oei et al, 2006). One study showed that
these early improvements in dysfunctional attitudes significantly predicted subsequent
improvements in depression for individuals who received CBT, but not for those who
received pharmacotherapy (DeRubeis et al, 1990; Whisman et al, 1991). Other research
has found that improvements in dysfunctional attitudes during early phase CBT largely
endure over a 2-year period (Jarrett et al, 2007).
Many studies implicate Dysfunctional Achievement Concerns as “a particularly
pernicious factor in depression” (Blatt et al, 1995, p.130). High levels of Dysfunctional
Achievement Concerns have been found to negatively affect brief CBT for depression
(Blatt et al, 1995). They also significantly predict higher depression at the termination
of CBT treatment (Blatt et al, 1995).
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The hypothesized mediating effects of Dysfunctional Achievement Concerns have
been shown in relation to diverse markers of wellbeing. An intervention study involving
a depressed sample found that high levels of Dysfunctional Achievement Concerns
significantly predicted higher symptom severity, lower overall clinical functioning, and
poorer social adjustment at termination of treatment, even after controlling for pretreatment levels of these factors (Blatt et al., 1995). Dysfunctional Achievement
Concerns has also been associated with greater likelihood of making serious suicide
attempts (Beck, Epstein, & Harrison, 1983).
Some longitudinal research provides evidence that Dysfunctional Achievement
Concerns has a longstanding influence on depressive symptoms. A prospective 3-year
study involving a mixed clinical sample showed that initial high ratings of
Dysfunctional Achievement Concerns related to self-reported depressive symptoms and
interpersonal maladjustment three years later, independent of major depression and
neuroticism (Dunkley, Sanislow, Grilo, & McGlashan, 2006).
Recent mediational evidence indicates that high levels of Dysfunctional
Achievement Concerns seem to predict depression and psychosocial impairment
longitudinally. In a prospective 4-year study of a mixed clinical sample, initial high
measures of Dysfunctional Achievement Concerns were associated with self-report
depressive symptoms, interviewer-rated major depression, and global domains of
psychosocial functional impairment for years later (Dunkley, Sanislow, Grilo, &
McGlashan, 2009). Moreover, regression analyses revealed that Dysfunctional
Achievement Concerns uniquely predicted depressive symptoms, major depression, and
global psychosocial impairment four years on, over and above Time 1 assessments of
these outcomes and also neuroticism (Dunkeley et al, 2009). These results concur with
previous findings that high Dysfunctional Achievement Concerns predict negative
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change in depression and global psychosocial impairment over time (Blatt & Zuroff,
2005).
Some research has shown a substantial link between Dysfunctional Interpersonal
Concerns and psychosis. One recent study examined the relationship between
dysfunctional attitudes and symptomology in psychosis patients compared to a healthy
control sample (Lincoln et al., 2010). Significantly higher endorsements of
dysfunctional attitudes were found in the clinical sample relative to healthy controls.
Moreover, the Dysfunctional Attitude Scale subscales were significantly positively
correlated with psychotic symptoms. Multiple linear regression analyses revealed that
high ratings on Dysfunctional Interpersonal Concerns were associated with higher rates
of paranoia and delusion. It also predicted higher levels of paranoid beliefs in the
presence of low self-worth (Lincoln et al, 2010).
Relationships between dysfunctional attitudes and bipolar disorder have been
widely reported, with evidence that higher levels of dysfunctional attitudes are reported
by bipolar patients compared to healthy controls (Scott, Staton, Garland, & Ferrier,
2000). There is also evidence that individuals with bipolar disorder characteristically
report stronger endorsements of dysfunctional attitudes relative to depressed patients
even after controlling for mood (Lam et al., 2004). Some research indicates that
dysfunctional attitudes are explicitly linked to the active phases of bipolar disorder with
higher ratings of dysfunctional attitudes recorded by hypomanic and bipolar depressed
individuals, compared to individuals in remission from bipolar disorder (Scott & Pope,
2003).
Some cross-sectional studies of individuals with bipolar disorder have revealed
positive

correlations

between

dysfunctional

attitudes

and

past

number

of

hospitalisations due to manic episodes, as well as with the number of previous bipolar
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episodes experienced (Lam et al, 2004). Importantly, high levels of dysfunctional
attitudes have been shown to predict increased levels of mania longitudinally in
individuals with bipolar disorder (Lam et al, 2004). There is also evidence that high
dysfunctional attitudes interact with negative life events to predict increases in
depressive and manic symptoms of individuals with bipolar disorder (Reilly-Harrington,
Alloy, Fresco, & Whitehouse, 1999).
There is substantial evidence that dysfunctional attitudes are associated with
increased levels of anxiety and they have been found to significantly correlate with
anxiety levels both preceding and following CBT interventions (Burns & Spangler,
2001; Clark & Steer, 1996; Lindner et al., 1999). Some research points to the potential
mediating role of dysfunctional attitudes in anxiety. For instance, one study found that
dysfunctional attitudes significantly predicted variance in anxiety, even after controlling
for social desirability (Ciarrochi & West, 2004).
Some empirical evidence links dysfunctional attitudes with obsessive-compulsive
disorder. One study found that obsessive-compulsive symptoms were uniquely related
to Dysfunctional Achievement Concerns and Dysfunctional Interpersonal Concerns
even after controlling for depression (Bhar & Kyrios, 1999). Another reported that
compared to healthy controls, individuals with obsessive-compulsive disorder tend to
report significantly higher endorsements on the Dysfunctional Achievement Concerns
scale of the Dysfunctional Attitude Scale (Vogel, Stiles, & Nordahl, 2000).
Additionally, dysfunctional attitudes have been shown to significantly predict
obsessive-compulsive disorder even after controlling for a range of sociodemographic
factors, depression, and other anxiety disorders (Vogel et al., 2000).
Dysfunctional attitudes have also been implicated in other anxiety disorders,
which is unsurprising, given the strong links between dysfunctional attitudes and

38

depression, and the well-documented high co-morbidity of anxiety and depressive
symptoms and diagnoses (Haeffel et al., 2003). Dysfunctional attitudes have been
linked to eating disorder symptomology and substance-related disorders (e.g. Ramsey,
Brown, Stuart, Burgess, & Miller, 2002; Wildes, Simons, & Marcus, 2005). They have
also been shown to significantly and positively relate to personality disorder symptoms.
For instance, in a follow-up study of formerly depressed inpatients it was found that
Axis-II personality pathology accounted for approximately 29% of the variance in
dysfunctional attitudes after controlling for sub-clinical depressive symptoms (Ilardi &
Craighead, 1999).

3.3.2

The Role of Dysfunctional Attitudes in Other Psychological Disturbances
Dysfunctional attitudes have been associated with general symptoms and negative

markers of emotional wellbeing such as hostility and guilt, feelings of failure, shame,
indecisiveness, low self-esteem, and suicide (DiGiuseppe & Froh, 2002; Hewitt & Flett,
1991; Hewitt, Flett, & Trunbull-Donovan, 1992). There is also evidence that
dysfunctional attitudes influence wellbeing in the general population. For instance, one
study involving a non-clinical sample demonstrated that both Dysfunctional
Achievement Concerns and Dysfunctional Interpersonal Concerns each explained
approximately 25% of variance in experiential avoidance, even after controlling for
social desirability (Ciarrochi et al, 2005). Furthermore, dysfunctional attitudes were
found not only to correlate with positive and negative affect, but also significantly
predicted unique variance in both negative affect and positive affect in the expected
directions. Other research using non-clinical samples has similarly found that
dysfunctional attitudes predict substantial variance in wellbeing even after controlling
for social desirability (Ciarrochi & West, 2004).
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3.4

Some Findings that Bring into Question the Causal Link Between
Dysfunctional Attitudes and Wellbeing

Much of the evidence that calls into question the purported mediating role of
dysfunctional attitudes comes from intervention studies involving clinical samples, and
particularly individuals diagnosed with depression or anxiety. For instance, in a
component analysis study three specific treatment modules were delivered to depressed
individuals randomly assigned to one of three treatment conditions. These included a
condition that focused on behavioural activation, one that targeted negative automatic
thoughts (thought to be symptomatic of dysfunctional attitudes), and a third in which
dysfunctional attitudes were directly targeted (Jacobson et al., 1996). Treatment
efficacy, which was evaluated on the basis of reported reductions in depressive
symptoms, was found to be equivalent across all conditions immediately post-treatment
and at six-month follow-up (Jacobson et al, 1996). Furthermore, a two-year follow-up
study of participants revealed no significant differences between treatment conditions in
rates of relapse (Gortner, Gollan, Dobson, & Jacobson, 1998). It was concluded that
behavioural activation alone was as effective in treating depression as behavioural
activation combined with cognitive interventions targeting dysfunctional cognitions
(Gortner et al., 1998).
Evidence from the two aforementioned studies (i.e. Jacobson et al, 1996; Gortner
et al, 1998) has been used to cast doubt regarding the significance of dysfunctional
attitudes in the aetiology and maintenance of depression (Dobson & Khatri, 2000).
However, it has also been noted that the cognitive treatments in the 1996 study were not
less effective, but rather equally effective as behavioural activation in treating
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depression, suggesting that dysfunctional attitudes play some role in the maintenance of
depression (Longmore & Worrell, 2007).
A recent review of CBT component analysis studies found no difference in the
effectiveness of behavioural and behavioural-plus-cognitive components of traditional
CBT (Longmore & Worrell, 2007). This included treatments for depression as well as a
range of anxiety disorders including general anxiety disorder, post-traumatic stress
disorder, social phobia and obsessive-compulsive disorder. It has been asserted that this
finding implies that the cognitive components of traditional CBT that target
dysfunctional thoughts and attitudes do not add to the effectiveness of treatment over
and above behavioural intervention (Longmore & Worrell, 2007). This conclusion has
been upheld in several meta-analyses of traditional CBT interventions (Feske &
Chambless, 1995; Gloaguen, Cottraux, Cucherat, & Blackburn, 1998; Gould, Otto,
Pollack, & Yap, 1997).
Other dismantling studies have found behavioural interventions superior to
combined behavioural and traditional cognitive interventions (e.g. Dimidjian et al.,
2006). Additionally, some research shows that positive response to treatment precedes
the implementation cognitive techniques that directly target dysfunctional attitudes
(Ilardi & Craighead, 1994; Wilson, 1999). Moreover some studies have explicitly
demonstrated that a reduction in dysfunctional attitudes follows improvement in
symptoms during CBT rather than precedes them, which calls into question the
purported mediating role of dysfunctional attitudes (Jarrett et al., 2007). .
The presence of some contrary findings that call into question the purported
relationship between dysfunctional attitudes and wellbeing necessitates that any
hypotheses concerning this link at present remain tentative. Notwithstanding this, the
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weight of extant research to date indicates that dysfunctional attitudes may globally
affect psychological disturbance and wellbeing.

3.5 Summary and Conclusions
Dysfunctional attitudes occupy a critical place in traditional CBT approaches and
they are one of the most widely researched dysfunctional process variables. They are
theorized to underpin all forms of psychological disorder and form the core targets for
change in traditional CBT interventions. Notwithstanding current debates concerning
the question of whether or not dysfunctional attitudes mediate disturbance and change,
there is ample evidence of the broad-reaching negative effects of dysfunctional attitudes
across clinical and non-clinical populations alike. Moreover, there is a prolific body of
empirical research that demonstrates the influence of dysfunctional attitudes on
individual differences in emotional wellbeing. Overall, the extant research indicates that
dysfunctional attitudes potentially play a key role in the expression of psychological
disturbance and wellbeing.
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4

CHAPTER FOUR

Poor Self-esteem

4.1

Poor Self-esteem and its Theoretical Links with Emotional Wellbeing

Self-esteem is one of the most widely researched dysfunctional process variables
in the CBT tradition and one that has been consistently linked to multiple markers of
psychological disturbance and emotional wellbeing (Judge, Erez, Bono, & Thoresen,
2002). The desire to develop and sustain positive self-esteem is considered a universal
and basic aspect of human functioning (Brown, 1993). It is claimed that “self-esteem
has profound consequences for every aspect of our existence” (Branden, 1994, p. 5).
Accordingly, self-esteem has come to occupy popular status as a mainstay of the selfhelp industry (Stinson et al., 2008).
Self-esteem is essentially defined by how much value or worth a person places on
themselves and reflects how a person thinks about and evaluates themselves
(Baumeister et al., 2003). Although traditionally conceptualised as an affect-laden
appraisal, more recent definitions assert that self-esteem is “both cognition about the
self (e.g. a belief about how worthwhile one is) as well as a feeling” (Blascovich &
Tomaka, 1991; Swann, Chang-Schneider, & McClarty, 2007, p.86). Self-esteem is part
of a broader category of constructs termed self-views, which are derived from observing
other’s reactions toward us, and on which we interpret the meaning of experiences
(Swann, Chang-Schneider, & McClarty, 2007) . Self-esteem has been aligned with a
multitude of other self-related constructs such as self-worth, self-regard, self-concept
and self-efficacy. It has largely been studied within a research framework that examines
the role of self-referential thought processes in patterns of adaptation and disorder
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(Blascovich & Tomaka, 1991; DuBois et al., 2004). A theoretical and functional
distinction between global and domain-specific self-esteem is frequently made.
Evidence suggests that universal negative self-evaluations appear to have a more
pervasive impact on emotional wellbeing relative to self-evaluations specific to certain
self-attributes (Baumeister et al, 2003). The present review is primarily concerned with
explicating the relationship between global self-esteem and emotional wellbeing.
Global self-esteem is conceptualised as occurring on a continuum with individual
differences in this characteristic observed to correspond with variations in wellbeing.
Individuals with poor self-esteem are prone to experience global negative selfevaluations about being unworthy, inadequate and deficient, and are also likely to
believe them. Moreover they tend to act in accordance with this negative self-related
cognitive content (Baumeister et al., 2003; Ciarrochi & Godsell, 2006; Rosenberg,
1979). Additionally, individuals with poor self-esteem are inclined to evaluate events,
circumstances and other people as having low worth (Baumeister et al, 2003). In
contrast individuals with genuine high self-esteem tend to experience and believe
favourable global self-evaluations. They are inclined to consider themselves a person of
worth, and are able to simultaneously appreciate their merits whilst recognising their
faults (Baumeister et al., 2003; Rosenberg, 1979). Individuals with high self-esteem also
tend to believe themselves superior in many domains and are inclined to be optimistic
about their future (Brown, 1986; Taylor & Brown, 1988). Comparatively, individuals
with poor self-esteem are less optimistic and report lower levels of positive affect
(Wood, Heimpel, & Michela, 2003).
A multitude of different cognitive theories describe the likely relationship between
poor self-esteem and emotional wellbeing. For instance, poor self-esteem may moderate
or mediate between negative life events and the emergence of psychological disturbance

44

(DuBois et al., 2004). It has been theorised that poor self-esteem facilitates a
susceptibility to depression due to the prevalence of a set of longstanding and pervasive
negative self-related cognitions (Fennella, 1997). As a result of deeply entrenched
negative self-evaluative cognitive content individuals may formulate standards or rules
for living in an effort to attain high self-esteem. However, in key instances when the
standards cannot be achieved, negative self-cognitions are activated that in turn trigger
depression (Fennella, 1997). It has also been theorised that a person’s self-esteem, in the
context of a broader self-view, is integrally and cyclically related to both their social
environment and their behaviour, whereby each element profoundly influences and
constrains the others (Swann, Chang-Schneider, & Larsen McClarty, 2007).
Individuals with poor self-esteem purportedly think and behave in ways that
diminish their quality of life and their social experiences in particular, which negatively
impacts on many important aspects of wellbeing (Swann, Chang-Schneider, &
McClarty, 2007). This is likely to perpetuate poor self-esteem, continuing negative
motivational consequences, and persistent low levels of wellbeing. Improvement in
self-esteem both necessitates and is facilitated by changes in behaviour and in one’s
social context, such that self-esteem may be both a cause and outcome (Swann, ChangSchneider, & McClarty, 2007).
Since self-esteem is about perceptions of oneself it does not necessarily accurately
reflect an individual’s actual personal success or competency (Baumeister et al., 2003).
There is evidence that a general discrepancy between self-esteem and objectively
measured competencies exists, where individuals with high self-esteem tend to
overestimate their own personal competence relative to objective ratings of their
competence, and also relative to personal competence ratings of individuals with poor
self-esteem (e.g. Diener, Wolsic, & Fujita, 1995; Gabriel, Critelli, & Ee, 1994).
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Nonetheless, it has been observed that “either high or low self-esteem, even if initially
false, may generate a self-fulfilling prophecy and bring about changes in the objective
reality of the self and its world” (Baumeister et al., 2003, p.2). This speaks to the
complex nature of the relationship between self-esteem and important life outcomes.
Aspects of early life experience appear to significantly influence self-esteem such
as family background, social status, ability, and performance in early life (Bachman,
O'Malley, & Yanai, 1986; Maruyama, Rubin, & Kingsbury, 1981b). In turn, poor selfesteem is implicated as a significant risk factor for several major clinical disorders
including anxiety and depression. In contrast, it is purported that high self-esteem acts
as a psychological ‘buffer’ and contributes to resilience. In times of stress individuals
with high self-esteem are likely to cope better than those with poor self-esteem, since
high self-esteem protects against the potential ill-effects of stress, trauma and
misfortune (Murrell, Meeks, & Walker, 1991).
A key distinction is generally observed between what is termed defensive high
self-esteem, which is inflated and narcissistic in nature, and genuine high self-esteem
which is deemed more adaptive (Baumesiter et al, 2003). Genuine high self-esteem is
associated with positive psychological functioning and it has shown interdependence
with other important self-constructs such as autonomy, optimism and a sense of
mastery. In contrast, defensive high self-esteem is associated with numerous negative
consequences and has been shown to be relatively unstable (Baumeister et al, 2003).
This chapter is primarily concerned with examining the poor self-esteem/genuine high
self-esteem dimension.
Evidence suggests that poor self-esteem is amenable to treatment and also that
improvements in self-esteem may affect improvements in other aspects of emotional
wellbeing (Bachman et al., 1986; Maruyama, Rubin, & Kingsbury, 1981a). CBT-based
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self-esteem enhancement interventions have been utilized with a variety of clinical and
non-clinical samples and in some instances they have been integrated into a broader
CBT intervention framework (Shirk, Burwell, & Harter, 2003).

Other self-esteem

enhancement interventions have been implemented to good effect as stand-alone groupbased programs in a range of diverse settings such as classrooms, forensic settings, and
community health care settings (Hakim-Larson & Mruk, 1997; Laithwaite et al., 2007;
Miller & Moran, 2007). The goals of such interventions are generally twofold: to
remedy weaknesses or deficits that may be contributing to present psychological
disturbance, and to develop self-resources to increase overall resilience and emotional
wellbeing (DuBois et al., 2004).

4.2

Measuring Individual Differences in Self-Esteem –
The Rosenberg Self-Esteem Scale

Self-esteem is ultimately subjective in nature and accordingly has been mostly
evaluated using self-report measures (Blascovich & Tomaka, 1991). The Rosenberg
Self-Esteem Scale (Rosenberg, 1965) is one such instrument that has received extensive
psychometric analysis and empirical validation, and is regarded as a high-quality
measure of global self-esteem (Blascovich & Tomaka, 1991; Robins, Hendin, &
Trzesniewski, 2001). The Self-Esteem Scale is a 10-item unidimensional measure of
global self-worth that reflects Rosenberg’s conceptualisation of self-esteem as an
overall favourable or unfavourable attitude toward oneself (Rosenberg, 1965). Some
research reveals two 5-item subcomponents in the Self-Esteem Scale, namely selfcompetence, described as reflecting one’s perceived instrumental value, and self-liking,
which is thought to reflect one’s perceived intrinsic value (Sinclair et al., 2010; Tafarodi
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& Milne, 2002). Extensive normative data has been reported for the Self-Esteem Scale
(e.g. Sinclair et al, 2010).
The Self-Esteem Scale has been extensively reported as a reliable and valid
measure. It has also demonstrated good convergent validity significantly correlating
with other self-related constructs whilst also maintaining distinctness from them (e.g.
Robins et al., 2001). These include happiness, confidence, self-related biases, general
self-regard and locus of control, feelings of being effective and specific aspects of selfesteem (Blascovich & Tomaka, 1991; Judge et al., 2002). Additionally, the Self-Esteem
Scale positively correlates with key personality variables including extraversion,
optimism and agreeableness, and is negatively correlated with neuroticism and shyness
(Robins et al., 2001). The Self-Esteem Scale has been also positively associated with
adaptive perfectionism and adaptive coping (Ashby & Rice, 2002).
Considerable discriminant validity has also been demonstrated for the Self-Esteem
Scale. For instance, it has been differentiated from academic achievement and locus of
control (Blascovich & Tomaka, 1991). Although some research indicates that the SelfEsteem Scale may be susceptible to socially desirable responding, it is asserted that this
is a problem inherent to the measurement of self-esteem more generally rather than an
explicit shortcoming of the Self-Esteem Scale. The Self-Esteem Scale has very high
convergent validity with a single item measure of global-self esteem (“I have high selfesteem”). However it is deemed a more reliable measure (Robins et al., 2001).
The Self-Esteem Scale is clinically informative, with low scores corresponding
with a variety of indicators of psychological disturbance including depression, anxiety,
interpersonal sensitivity, and eating disorders (Boyce & Parker, 1989; Goldsmith, 1986;
Rice, Ashby, & Slaney, 1998; Rosenberg, 1965; Shisslak, Pazda, & Crago, 1990). It
modestly correlates with narcissistic characteristics, but only with aspects described as
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“socially benign” as opposed to “socially noxious” (Swann, Chang-Schneider, &
McClarty, 2008, p. 65; Trzesniewski et al., 2006).

4.3

A Selective Review of Empirical Evidence Supporting the Relationship
Between Poor Self-esteem and Wellbeing

Extensive evidence indicates that poor self-esteem is a psychological risk factor
in the onset and course of number of clinical disorders (Swann, Chang-Schneider, &
McClarty, 2007). It has been consistently linked with general psychological symptoms
such as stress and negative affect, as well as with physical health problems (Blascovich
& Tomaka, 1991; Robins et al., 2001). Robust relationships between high self-esteem
and positive indices of wellbeing have also been reported including positive affect and
pro-social behaviours (Baumeister et al., 2003; Robins et al., 2001). In a major
international study of self-esteem and happiness, high self-esteem was found to be the
strongest of several predictors of satisfaction with life overall (Diener & Diener, 1995).
This is in line with other findings indicating that self-esteem is a potent predictor of
happiness (Furnham, Cheng, & Shirasu, 2001). A selective review of empirical findings
that support the links between self-esteem and wellbeing follows.

4.3.1 The Role of Poor Self-Esteem in Clinical Disorders
Perhaps the most robust evidence of a link between poor self-esteem and low
levels of wellbeing comes from empirical studies on depression. Poor self-esteem has
been consistently associated with depression and has also emerged as a predisposing
risk factor (Lyubomirsky, Tkach, & DiMatteo, 2006). One longitudinal study
interviewed a general sample of over one thousand adults and measured them on
variables including self-esteem and depression at six-month intervals over a period of
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several years (Murrell et al., 1991). This study found that over time high self-esteem
predicted lower depression overall, irrespective of levels of stress. Conversely, poor
self-esteem appeared to predispose individuals toward depression over time regardless
of life circumstances and levels of stress (Murrell et al., 1991). Similarly, in another
study involving a large sample of year six students, poor self-esteem predicted
depression over a one-year period regardless of life stress, based on measures taken in
their final year of primary school and first year of high school (Robinson, Garber, &
Hilsman, 1995).
Poor self-esteem has also been found to significantly predict subsequent
depression and depressed responses to a real-life stressor (Metalsky, Joiner, Hardin, &
Abramson, 1993; Roberts, Gotlib, & Kassel, 1996). Some research also indicates that
poor self-esteem predicts increases in depression, stress and the interaction between the
two (Whisman & Kwon, 1993). Other findings indicate that self-esteem may be the
most important predictor of change in depression over a 6-month period (Johnson,
Meyer, Winett, & Small, 2000). A longitudinal study of depression, in which data was
collected from cohorts at age 16 and subsequently at age 22 and 32 years, revealed that
poor self-esteem significantly predicted both episodic and persistent depression over
this period (Pelkonen, Marttunen, Kaprio, Huurre, & Aro, 2008).
Several intervention studies point to the benefits of targeting poor self-esteem in
therapy for depression and other clinical disorders. For instance, group-based selfesteem enhancement interventions have been found to improve self-esteem in
individuals diagnosed with depression, anxiety and substance-related disorders (HakimLarson & Mruk, 1997) . Self-esteem interventions have also been shown to lead to
decreases in depression and anxiety symptoms, and improved levels of self-efficacy in
clinical and non-clinical samples (Chatterton, Hall, & Tarrier, 2007; Hughes, Robinson-
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Whelen, Taylor, Swedlund, & Nosek, 2004). A recent review found that CBT was
efficacious in improving self-esteem among depressed adolescents (Taylor &
Montgomery, 2007).
Empirical findings consistently reveal that poor self-esteem is a strong predictor of
eating disorders, especially bulimia (French et al., 2001). It also predicts related
symptoms such as body image disturbance, body dissatisfaction and sense of personal
ineffectiveness (Karpowicz, Skarsater, & Nevonen, 2009; Matz, Foster, Faith, &
Wadden, 2002; Olivardia, Pope, Borowiecki, & Cohane, 2004). Some prospective
studies suggest that poor self-esteem plays a causal role in eating disorders. For instance
one study showed that poor self-esteem at age 11 and 12 was associated with a
significantly higher likelihood of developing an eating disorder by age 15 and 16
(Button, Sonuga-Barke, Davies, & Thompson, 1996). A four-year prospective study of
bulimic patients revealed that poor self-esteem predicted unfavourable treatment
outcomes (van-der-Ham, van-Strein, & van-Engeland, 1998).
One study that evaluated therapist’s and patient’s opinions of what works in the
treatment of eating disorders found that both groups reported that strategies to improve
self-esteem were the most helpful and effective aspects of treatment (Vanderlinden,
Buis, Pieters, & Probst, 2007). Other research that evaluated the efficacy of a threemonth intervention program for anorexic patients found overall significant increases in
body mass index post-treatment which corresponded with overall significant
improvements in self-esteem (Karpowicz et al., 2009.
Poor self-esteem has also been linked to psychotic disorders. It is implicated in the
maintenance of delusions and hallucinations in individuals diagnosed with
schizophrenia (Garety, Kuipers, Fowler, Freeman, & Bebbington, 2001; Smith et al.,
2006). A cross-sectional analysis involving individuals with psychotic symptoms
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revealed that individuals with poor self-esteem reported experiencing auditory
hallucinations of greater severity, with more intensely negative content, and were more
distressed by them than those with high self-esteem. Additionally, individuals with poor
self-esteem also reported experiencing persecutory delusions of greater number and
severity, and were more preoccupied and distressed by them than those with high selfesteem (Smith et al, 2006).
Some outcome research has shown that the inclusion of self-esteem interventions
in the treatment of psychotic disorders results in improvements in global self-esteem,
psychotic symptomology, depressive symptoms and social functioning (Hall & Tarrier,
2003; Laithwaite et al., 2007). These gains have been shown to persist at three months
follow-up and also when tested 12 months later (Hall & Tarrier, 2004; Laithwaite et al.,
2007).

4.3.2

The Role of Poor Self-Esteem in Other Psychological Disturbances
Individuals with poor self-esteem experience greater distress in the face of

aversive events relative to those with high self-esteem especially when those events
entail failure or the strong possibility of failure (Corning, 2002; Kirschbaum, Prussner,
Stone, Federenko, & et al., 1995). Individuals with poor self-esteem are inclined to
dampen or mute their experience of positive affect (Wood et al., 2003). Poor self-esteem
has also been linked to a host of negative interpersonal consequences. Individuals with
poor self-esteem have been shown to report more instances of unrequited love and to be
more likely to engage in potentially destructive behaviours in relationships relative to
individuals with high self-esteem (Cast & Burke, 2002; Dion & Dion, 1975; Murray,
Rose, Bellavia, Holmes, & Kusche, 2002).
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One study found that wives of men with poor self-esteem were more likely to
complain about their husbands than women whose husbands had high self-esteem
(Shackelford, 2001). Another study involving a sample of young adults found that poor
self-esteem predicted poor-quality social bonds, and that acute drops in self-esteem
predicted acute drops in the quality of people’s social bonds (Stinson et al., 2008). In a
cross-sectional mediation analysis involving an adolescent student sample, self-esteem
was shown to partially mediate the relationship between loneliness and global life
satisfaction (Civitci & Civitci, 2009). These findings suggest that poor self-esteem may
play a causal role in interpersonal disconnectedness.
A wealth of empirical research highlights the broad-ranging influence of selfesteem on the wellbeing of young people, and points to its pervasive influence across
the lifespan. For instance, prospective longitudinal studies have found that poor selfesteem predicts increased susceptibility to a host of clinical disorders as well as suicidal
behaviour (Dubois & Tevendale, 1999). Other research involving regression modelling
has linked poor self-esteem and risky behaviour including illicit drug use amongst
adolescent males (Veselska et al., 2009). Conversely, high self-esteem predicts positive
outcomes in young people. One prospective longitudinal study found that the initial
self-esteem ratings taken at age 18 significantly predicted adult adaptation in the same
sample 14 years later (Werner & Smith, 1992).
Other longitudinal research has shown that poor self-esteem predicts externalising
problems two years on across a variety of ages ranging from adolescence to college age,
even after controlling for a number of potential confounds (Donnellan, Trzesniewski,
Robins, Moffitt, & Caspi, 2005). Another adolescent study found that self-esteem
significantly predicted an impressive range of important indicators of wellbeing 11
years on, including major depressive disorder, anxiety disorder, smoking dependence,
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criminal convictions, school dropout, financial problems and work problems, after
controlling for numerous potential confounding variables (Trzesniewski et al., 2006).
Intervention research indicates that improved self-esteem leads to improvements
in wellbeing in young people. For instance, programs designed to improve self-esteem
have been shown to improve school performance, reduce school problems and decrease
drug and alcohol use (DuBois & Flay, 2004; Haney & Durlak, 1998). A meta-analysis
of self-esteem enhancement interventions for children and adolescents found they
elicited gains in self-esteem, behaviour, personality, emotional functioning and
academic performance (Haney & Durlak, 1998). Notably, the programs that elicited the
largest improvements in self-esteem also produced the largest effects for the other
outcomes (Haney & Durlak, 1998).
Poor self-esteem significantly predicts poor general health whereas high selfesteem predicts positive health outcomes (Stinson et al., 2008). Specifically, poor selfesteem has been shown to predict poor self-care and health maintenance, and poor
health outcomes in cardiovascular patients. It also predicts mortality in nursing-home
patients (Conn, Taylor, & Hayes, 1992; Forthofer, Janz, Dodge, & Clark, 2001;
O’Connor & Vallerand, 1998; Smits & Kee, 1992). Poor self-esteem has been
consistently associated with anger and high cortisol levels, which lead to a host of
negative health outcomes over time (Stinson et al., 2008). Individuals with poor selfesteem are prone to develop physical problems in connection with daily hassles (Arslan,
2009).

4.4

Summary and Conclusions

An impressive body of empirical research has consistently demonstrated a strong
link between poor self-esteem and low levels of emotional wellbeing across a broad
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range of clinical and non-clinical populations. Poor self-esteem is associated with
multiple aspects of emotional wellbeing, ranging from general indicators of
psychological disturbance such as stress, negative affect and lack of social support, to
major clinical disorders including depression, psychotic conditions and eating disorders.
The extant evidence to date provides substantial support for the claim that poor selfesteem is a key cognitive variable that may mediate the onset, course and treatment of
psychological disturbance.
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5

CHAPTER FIVE

Thought Suppression

5.1

Thought Suppression and its Theoretical Links with Emotional Wellbeing

Thought suppression is a cognitive strategy that involves attempts to control or
avoid unwanted thoughts. Some individuals demonstrate a greater propensity than
others to try to avoid thoughts, and this tendency has “been held at one time or another
to illuminate almost every psychological problem we know” (Wegner & Zanakos, 1994,
p.615).
Chronic thought suppression tends to correspond with an individual’s sensitivity
to the very thoughts one wishes to put out of mind (Wegner & Zanakos, 1994).
Unwanted intrusive thoughts have been commonly shown to increase distress levels in
both clinical and non-clinical populations (Purdon & Clark, 1993; Salkovskis &
Harrison, 1984; Wenzlaff & Wegner, 2000). Unwanted intrusive thoughts have been
implicated as core features of range of clinical disorders (Purdon & Clark, 1993;
Salkovskis & Harrison, 1984; Wenzlaff & Wegner, 2000). Attempting to suppress
unwanted intrusive thoughts has been illuminated as a counterproductive coping
strategy (Wenzlaff & Wegner, 2000).
Rather than minimising or eliminating unwanted intrusive thoughts, thought
suppression tends to elicit a paradoxical or ironic rebound effect, that is, an increase in
the frequency and intensity of unwanted intrusive thoughts (Wegner, Erber, & Zanakos,
1993; Wegner, Schneider, Carter, & White, 1987; Wenzlaff & Wegner, 2000). Thought
suppression may play a role in both the cause and effects of psychological disturbance,
and suppression and psychological disturbance may fuel each other in a cyclic
relationship (Wegner & Zanakos, 1994; Wenzlaff & Wegner, 2000).
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A seminal series of investigations, known as ‘The White Bear Experiments’ first
demonstrated the paradoxical nature of thought suppression (Wegner et al., 1987). In
the study participants were instructed not to think about a white bear for a period of five
minutes. The white bear was nominated as the to-be-suppressed thought since it was
presumed an unlikely thought to occur spontaneously. Therefore, any evidence of that
thought occurring in the context of the experiment indicated that efforts to suppress this
thought had failed.
Surprisingly, participants reported a preoccupation with and increased frequency
of intrusive thoughts of white bears after the instructed thought suppression period
(Wegner et al, 1987). It was posited that a cueing effect or hypersensitivity toward the
suppressed stimuli had occurred in response to the suppression instruction, which in
turn lead to an intensification of the to-be-suppressed target thought (Wegner et al,
1987).
Although some research has not fully replicated the thought suppression rebound
effect a wealth of findings since the white bear experiments attest to the paradoxical
nature of suppression (e.g. Kelly & Kahn, 1994; Roemer & Borkovec, 1994; Wenzlaff
& Wegner, 2000). The inherent futility of thought suppression as a cognitive control
strategy has been widely documented. It is observed that “…the problem of thought
suppression is aggravated by its intuitive appeal and apparent simplicity, which help
mask its false promises” (Wenzlaff & Wegner, 2000, p.83).
Some researchers explain ironic suppression effects by positing that two parallel
mental processes are activated by the intention to suppress a thought. The first involves
a conscious effortful operating process of searching for distracters - that is, ‘anything
but’ the to-be-suppressed thought. The second relates to an unconscious, monitoring
process involving a search for the unwanted thought, which ironically increases the
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cognitive accessibility of the unwanted thought (Wegner, 1992; Wegner & Zanakos,
1994). When the effortful operating process is disturbed by simultaneous cognitively
demanding tasks, individuals become extremely sensitive to the to-be-suppressed
thought, which is then more readily accessed (e.g. Wegner et al, 1993).
Variations of the White Bear paradigm have been applied to suppression research
and other factors have been shown to influence the effects of thought suppression. For
instance, emotional valence of the suppression target appears to make suppression more
difficult when compared to neutral target material (e.g. Davies & Clark, 1998; Petrie,
Booth, & Pennebaker, 1998). Empirical research indicates that thought suppression
effects are influenced by many individual difference factors including but not limited to
suggestibility, reactivity, and mood state (Wenzlaff & Wegner, 2000). Research also
shows that thought suppression coincides with a heightened sensitivity to experiencing
aversive thoughts (Wenzlaff and Wegner, 2000).
Methodological differences in suppression induction and thought assessment
techniques have been found to influence suppression effects (e.g. Luciano et al., 2006;
Macrae, Bodenhausen, & Milne, 1998; Smart & Wegner, 1999). So too have individual
differences including reactivity and suggestibility (e.g. Bryant & Sindicich, 2008;
Eastwood, Gaskovski, & Bowers, 1998; Kelly & Nauta, 1997). Recent research
provides electrophysiological evidence of the rebound effect after suppression periods,
and indicates that the paradoxical effects of thought suppression occur at the semantic
level (Giuliano & Wicha, 2010).
It has also been demonstrated that thought suppression has negative emotional
consequences (Wenzlaff & Wegner, 2000). It is also asserted that it fosters an
association between the suppressed thought and one’s mood state, whereby reactivation
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of one elicits resurfacing of the other (Wegner, Schneider, Knutson, & McMahon,
1991).

5.2

Measuring Individual Differences in Thought Suppression –

The White Bear Suppression Inventory Thought Suppression Scale
A variety of techniques have been utilised to evaluate intrusive thoughts, which
have been deemed sensitive to suppression-related effects. These include verbalizing or
writing down thoughts as they occur, clicking hand counters, and making tally marks
(Wenzlaff & Wegner, 2000). A psychometrically robust self-report measure of thought
suppression has also been developed and is widely utilised (Palm & Strong, 2007).
The White Bear Suppression Inventory is a 15-item self-report questionnaire
designed to evaluate individual differences in the natural tendency to suppress unwanted
thoughts (Wegner & Zanakos, 1994). Although the White Bear Suppression Inventory
was initially thought unidimensional subsequent factor analyses have indicated the
presence of more than one factor, whereby thought suppression is rendered distinct from
intrusive thoughts and perceived lack of control over them (Blumberg, 2000; Hoping &
de Jong-Meyer, 2003; Muris & Merckelbach, 1997; Schmidt et al., 2009; Wegner &
Zanakos, 1994).
The Thought Suppression subscale of the White Bear Suppression Inventory is
considered relatively independent from potential symptom confounds and has been
shown to be very effective in discriminating clinical from non-clinical samples (Dugas,
Gagnon, Ladouceur, & Freeston, 1998). It has demonstrated good convergent and
discriminant validity (Dugas et al., 1998; Sexton & Dugas, 2008).
The White Bear Suppression Inventory has been correlated with a host of related
but distinct individual-difference variables including depression and anxiety,
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obsessional thinking, dissociation, emotional avoidance, worry, and with measures of
general psychopathology (Luciano et al., 2006; Muris & Merckelbach, 1997; Muris,
Merckelbach, & Horselenberg, 1996; Palm & Strong, 2006; Spinhoven & van der Does,
1999; Wegner & Zanakos, 1994). It has also been found to predict obsessional thinking
and also to predict depression amongst individuals that report disliking negative
thoughts (Wegner & Zanakos, 1994).
Additionally, the White Bear Suppression Inventory has been shown to predict
habituation to emotional thoughts as measured by electrodermal responses (Wegner &
Zanakos, 1994). It has also demonstrated good discriminant validity. For instance, it
inversely correlates with repressive coping (e.g. David & Szentagotai, 2006). Thought
suppression has also been distinguished from other conceptually related constructs
including negative affectivity, emotion inhibition, mood control and behavioural
willpower (Wegner & Zanakos, 1994).
The White Bear Suppression Inventory has been utilised for clinical and nonclinical samples, and has been shown to discriminate individual differences in thought
suppression in both. Such findings suggest that the negative effects of thought
suppression are linked to psychological disturbances experienced by the general
population. The White Bear Suppression Inventory is considered a highly clinically
relevant instrument, as it provides data about individual differences in the use of
thought control strategies that may play a role in the development, maintenance and
treatment of psychological disorders (Luciano et al, 2006).
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5.3

A Selective Review of Empirical Evidence Supporting the Relationship Between
Thought Suppression and Wellbeing
The relationship between thought suppression and a multitude of markers of

wellbeing has been extensively reported. Thought suppression has been linked with
several major clinical disorders that are characterised by distressing intrusive thoughts
and unsuccessful attempts to suppress them. These include acute and post-traumatic
stress disorder, generalised anxiety disorder, obsessive-compulsive disorder and
depression (Dugas, Freeston, & Ladouceur, 1997; Wenzlaff & Wegner, 2000). There is
evidence to suggest that thought suppression plays a key role in the cause and treatment
of psychological disturbance.

5.3.1 The Role of Thought Suppression in Clinical Disorders
Both acute stress disorder and post-traumatic stress disorder are characterised by
recurrent intrusive thoughts of a traumatic event, coupled with repeated efforts to
suppress these thoughts and to avoid situations that might cue them (American
Psychiatric Association, 1994). A number of studies have shown a link between these
conditions and thought suppression. For instance, one study revealed that individuals
with rape-related post-traumatic stress disorder reported excessive difficulty controlling
rape-related thoughts compared to rape victims not diagnosed with post-traumatic stress
disorder (Shipherd & Beck, 1999). Another showed that individuals diagnosed with
acute stress disorder following a motor accident reported a higher occurrence of
accident-related thoughts following a period of instructed suppression compared to
motor accident survivors and a control group (Harvey & Bryant, 1998).
Several studies also speak to the potential mediating role of thought suppression in
trauma-related disorders. A longitudinal study of motor accident victims showed that
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suppression of accident-related thoughts three months following the trauma
significantly predicted post-traumatic stress disorder symptoms one year later (Ehlers,
Mayou, & Bryant, 1998). Another study showed that physical trauma-related thought
suppression in children and adolescents predicts rumination and impaired coping later in
life (Aaron, Zaglul, & Emery, 1999). In a study of flood victims thought suppression
was a highly significant predictor of trauma symptom severity after controlling for
emotional intensity (Morgan, Matthews, & Winton, 1995).
Thought suppression also appears to play a role in obsessive-compulsive disorder,
a condition characterised by recurrent unwanted thoughts accompanied by consistent
but futile efforts to ignore or avoid them (American Psychiatric Association, 1994). One
clinical study found that individuals with obsessive-compulsive disorder report a higher
number of intrusive thoughts following thought suppression and higher levels of distress
despite greater efforts to enact the strategy compared to non-clinical counterparts
(Janeck & Calamari, 1999). Some research has shown a positive relationship between
intrusive thoughts and perceived uncontrollability, and an association between intrusive
personally disturbing thoughts and obsessionality (Purdon & Clark, 1994; Smari,
Birgisdottir, & Brynjolfsdottir, 1995).
One study that examined diary records of intrusive thoughts and thought
suppression in individuals diagnosed with obsessive-compulsive disorder showed they
tended to engage in frequent, strenuous, time-consuming and ultimately unsuccessful
thought suppression attempts (Purdon, Rowa, & Antony, 2007). Additionally, the
reasons cited for employing the thought suppression strategy generally centred on trying
to avoid the hassles associated with experiencing an obsession and with performing a
compulsive act, as well as a means of neutralizing harm potentiated by the obsession
(Purdon et al., 2007).
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There is some evidence that thought suppression significantly predicts obsessivecompulsive disorder symptoms and mediates between intrusive thoughts and symptoms
(Smari & Holmsteinsson, 2001). Thought suppression has also been found to mediate
between thought-action-fusion beliefs and obsessive-compulsive symptoms (Marcks &
Woods, 2007). Some research has shown a significant correlation between thought
suppression and anxiety sensitivity, and that the interaction between these variables
predicts elevated levels of panic and obsessive-compulsive disorder symptoms
(Keough, Timpano, Riccardi, & Schmidt, 2010).
In one longitudinal study initial measures of thought suppression, depressive
symptoms and obsessive-compulsive symptoms were obtained from a non-clinical
sample, followed by a second administration of measures four weeks later. Hierarchical
regression analyses revealed that thought suppression played a significant role in the
persistence of both obsessive-compulsive and depressive symptoms over time (Alt &
Gencoz, 2007).
A significant link between thought suppression and depression is also widely
reported (e.g. Szaz, 2009). One key aspect of depression that renders thought
suppression relevant to this condition is a tendency to experience difficulty inhibiting
negative thinking in spite of considerable effort to do so (Wenzlaff, 1993; Wenzlaff &
Bates, 1998). Cross-sectional studies reveal that depressed individuals tend to report
significantly higher levels of engagement in thought suppression relative to nondepressed individuals (Rude & McCarthy, 2003). Wenzlaff and Bates (1998) found that
depressed individuals tended to choose more negative distracters relative to nondepressed individuals when trying to suppress negative thoughts, which in turn
undermined their ability to successfully suppress unwanted thoughts.
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Some research has found that dysphoric individuals experience more difficulty
suppressing negative versus positive thoughts, whilst non-dysphonic individuals report
having greater difficulty suppressing positive relative to negative thoughts (Conway,
Howell, & Giannopoulos, 1991; Howell & Conway, 1992). It has been demonstrated
that thought suppression positively correlates with rumination after controlling for
severity of current depression (Watkins & Moulds, 2009). There is also some evidence
that thought suppression may perpetuate depression by elevating mood-relevant
associations. For instance, Wenzlaff & Bates (1998) found a relationship between high
levels of depressive thought suppression and worsening of symptoms in a sample of
depressed individuals over a four- to six-week period. Other findings suggest that over
time thought suppression efforts can ironically fuel depressive rumination (Wenzlaff &
Luxton, 2003).
Longitudinal studies reveal that thought suppression is associated with elevated
levels of rumination and depressive affect (Rude, Wenzlaff, Gibbs, Vane, & Whitney,
2002; Wenzlaff & Bates, 1998). In a recent mediational study that examined the
relationship between thought suppression and depression in a clinical sample, the
relationship between thought suppression and depression was completely mediated by
depressive rumination, which was presumed an ironic effect of thought suppression
(Szaz, 2009). Based on these findings, it was proposed that depressed patients, when
confronted with negative unwanted thoughts and moods, may engage in chronic thought
suppression in an effort to improve mental state or mood. However, in such instances
unwanted thoughts might be more likely to intrude with greater frequency and potency
than if suppression had never been attempted since depressed mood may serve to
undermine mental control (Szaz, 2009).
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The potential transdiagnostic contribution of thought suppression to clinical
disorders has also been empirically examined. For example, in one study the
relationship between thought suppression and several psychopathologies was
investigated. Thought suppression was more strongly associated with depression,
anxiety and eating disorder symptoms relative to adaptive strategies, namely reappraisal
and problem-solving (Aldao & Nolen-Hoeksema, 2010). This suggests that thought
suppression might play a more central role in psychopathology than the ‘non-use’ of
adaptive cognitive strategies (Aldao & Nolen-Hoeksema, 2010).
There is some evidence that thought suppression plays a role in maintaining eating
disorders. One study of the relationship between food thought suppression and weightrelated outcomes found that dieters were more likely to endorse food thought
suppression relative to non-dieters (Barnes & Tantleff-Dunn, 2010). Moreover, food
thought suppression was also found to predict binge eating, food cravings, and other
eating disordered symptoms (Barnes & Tantleff-Dunn, 2010). In another study a
significant relationship was found between thought suppression and bulimic symptoms.
Hierarchical regression analysis revealed that thought suppression accounted for unique
variance in bulimic symptoms in both men and women after accounting for body mass
index (Lavender, Jardin, & Anderson, 2009).

5.3.2 The Role of Thought Suppression in Other Psychological Disturbances
Thought suppression has been associated with a multitude of general markers of
psychological disturbance including worry (McKay & Greisberg, 2002), emotional
vulnerability (Muris et al., 1996), excessive dieting (Harnden, McNally, & Jimerson,
1997), food cravings (Erskine, 2010), smoking (Nezu, Nezu, Dudek, Peacock, & Stoll,
2005), physical pain (Cioffi & Holloway, 1993), stress (Burns & Spangler, 2001),
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sexual risk behaviour (Hoyt, Nemeroff, & Huebner, 2006) and impaired cognitive and
physical performance (Beilock, Afremow, Rabe, & Carr, 2001; Harvey & Bryant,
1999).
Some research has shown a link between thought suppression and physiological
arousal. For instance, instructions to suppress inappropriate thoughts have been shown
to produce significant increases in participant’s heart rates during the period of
attempted suppression relative to baseline readings (Richards & Gross, 1999). Also,
individuals who report chronic anger suppression have been shown to be prone to
elevated blood pressure (D'Zurilla & Nezu, 1990b). Chronic thought suppression has
also been associated with physiological markers of anxiety (Lorig, Singer, Bonanno, &
Davis, 1995).
The paradoxical rebound effects of thought suppression have also been observed
in relation to mood states, memories and other psychological phenomena (Wenzlaff &
Wegner, 2000). In one study participants were primed for a negative mood state through
evocation of a sad memory. When instructed to suppress the sad memory participants
experienced greater interference from emotionally salient words (e.g. “unhappy”) when
completing an incidental computer task compared to participants not given the
suppression instruction (Wegner et al, 1993). Another study found that individuals
instructed to suppress a memory of personal negative experience were less efficient in
completing a concurrent mental task relative to individuals asked to suppress nonemotional memories (Klein & Bratton, 2007).
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5.4

Summary and Conclusions

Over the past two decades, thought suppression research has burgeoned in the
field of CBT (Wenzlaff & Wegner, 2000). From this, a substantial body of evidence has
emerged that demonstrates the influence of thought suppression on wellbeing across a
diverse range of clinical and non-clinical populations. Thought suppression is associated
with a range of general markers of psychological disturbance such as worry and
negative affect. It is also linked with major clinical disorders, including anxiety and
depressive disorders, and also eating disorders. The extant research indicates that
thought suppression is a key cognitive variable that may mediate the development and
amelioration of psychological disturbance.
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6

CHAPTER SIX

Difficulty Identifying and Describing Emotions

6.1 Difficulty Identifying and Describing Emotions and Their
Theoretical Links with Emotional Wellbeing
Difficulty identifying and describing emotions are two related dysfunctional
process variables that have demonstrated significant and consistent links with emotional
wellbeing. These variables are considered the core characteristics of alexithymia, a term
that literally means ‘no words for feelings’ (Ciarrochi & Scott, 2006; Sifneos, 1973).
Alexithymia was originally coined to describe characteristics commonly observed in
individuals

afflicted

with

psychosomatic

diseases

that

seemed

resistant

to

psychodynamic therapy (Sifneos, 1973). Over time, alexithymia has been extensively
researched in the field of psychology. A substantial body of empirical evidence has
accrued that indicates that alexithymia plays a key role in a range of psychological and
medical conditions.
Current definitions of alexithymia describe a cognitive-affective pattern typified
by a cluster of related features, which reflect deficits in the cognitive processing and
regulation of emotions (e.g. Lumley, Neely, & Burger, 2007; Lundh & SimonssonSarnecki, 2002). There is extensive empirical support for these assertions (e.g. De
Gucht & Heiser, 2003; Kano et al., 2003; Lumley et al., 2007; Taylor & Bagby, 2004).
Difficulty identifying and describing emotions are the most prominent features of
alexithymia and are generally accepted as the key indices of the construct (Ciarrochi &
Scott, 2006). Other characteristics of alexithymia include the tendency to experience
difficulty distinguishing emotions from bodily sensations accompanying emotional
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arousal, an externally oriented thinking style, and an impoverished imaginal capacity
(Ciarrochi, Robb, & Godsell, 2005; Evren et al., 2008; Lumley et al., 2007; Taylor,
2000).
It is generally maintained that alexithymic tendencies occur on a continuum and
this finding is supported by empirical evidence (e.g. Mattila et al., 2010; Parker, Keefer,
Taylor, & Bagby, 2008). High levels of alexithymia correspond with high levels of
negative emotion, low levels of positive emotion, a tendency toward factual,
unanalytical thinking, restricted interests, low stress tolerance and gravitation toward
the familiar (Taylor, 1994). Conversely, low levels of alexithymia are associated with
higher levels of positive emotion, lower levels of negative emotion, a broad range of
interests, analytical and imaginative thinking, high stress tolerance and gravitation
toward novelty (Taylor, 1994).
The focus of the present review is constrained to the core aspects of alexithymia,
difficulty identifying and describing emotions, since these variables have demonstrated
explicit and consistent links with wellbeing. Hereafter ‘alexithymia’ will refer to the
Difficulty Identifying Emotions and Difficulty Describing Emotions variables.
The purported link between difficulty identifying and describing emotions and the
ability to regulate one’s emotions has been elaborated by numerous authors. Larsen
(2000) posits that there are two processes triggered by the onset of an emotional state,
which serves to signal to a person when to engage in emotion regulation. Effective
emotion regulation firstly involves successful identification of an undesirable emotional
state. This, in turn, is thought to trigger a second step in which cognitive and
behavioural processes are used to moderate emotional states regarded as problematic
(Larsen, 2000). It is maintained that people who do not correctly distinguish and
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monitor their emotional states experience considerable difficulty managing their
emotions (Larsen, 2000).
Some literature points to a hypothesized causal relationship between difficulty
identifying and describing emotions and poor affect regulation as well as somatisation.
Somatisation refers to “the presence of somatic symptoms that can not be (adequately)
explained by organic findings” (De Gucht & Heiser, 2003, p. 425). Bagby and Taylor
(1997) note that impaired emotional processing and emotion-regulating capacities such
as difficulty identifying and describing emotions may be responsible for: a) excessive
attention to, and misinterpretation of, somatic symptoms of emotional arousal; b)
experiencing undifferentiated negative emotional states which may lead to the
development of affective disorders; and, c) elevated nervous system activity and
responding which may facilitate the development of somatic conditions.
Some researchers hypothesize a causal relationship between difficulty identifying
emotions and psychological disturbance. It is suggested that the experience of not
knowing what one is feeling is likely to be stressful and anxiety-provoking in and of
itself, and may inhibit the ability to solve problems that cause anxiety (Ciarrochi, Scott,
Deane, & Heaven, 2003). Also, difficulty identifying emotions may negatively impact
on the ability to act effectively in the presence of emotional challenges. Individuals who
do not know what they are feeling may be more likely to turn to destructive rather than
constructive forms of behaviour when emotional problems arise (Ciarrochi & Scott,
2006).
Some research suggests that the deficits underlying alexithymia are largely due to
an arrest in affect development in early childhood, sometimes attributed to early
experiences of trauma and emotional abuse (Goldsmith & Freyd, 2005; Krystal &
Krystal, 1988; Taylor, Bagby, & Parker, 1997). Alexithymia has also been linked with
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insecure attachment and with a number of socio-demographic factors including socioeconomic status and educational level (De Gucht & Heiser, 2003; Troisi, D'Argenio,
Peracchio, & Petti, 2001). The phenomenon of so-called ‘secondary alexithymia’ has
been well documented and describes a transitory alexithymic reaction brought on by a
stressful situation or accompanying depression and anxiety (Parker, Bagby, & Taylor,
1991). This indicates that alexithymia and psychological disturbance may fuel each
other in a cyclic relationship.
Alexithymia has been theoretically and empirically linked to low levels of
emotional intelligence, or effective emotional functioning. It is maintained that the
specific ability to accurately perceive and express emotion is a key dimension of
emotional intelligence (Mayer, Caruso, & Salovey, 1999). Accordingly, difficulty
identifying and describing emotions have been posited as key features of low emotional
intelligence and emotional functioning, and considerable evidence supports this (e.g.
Ciarrochi et al., 2003; Parker, Taylor, & Bagby, 2001).
Notwithstanding that difficulty identifying and describing emotions have typically
been associated with the alexithymia construct they have also come to appear on almost
every emotional competence and emotional intelligence measure available (Ciarrochi &
Scott, 2006). The relationship between difficulty identifying and describing emotions
and emotional intelligence speaks to the likely negative influence of alexithymia on
wellbeing.
Difficulty identifying and describing emotions may predispose individuals to
experiencing low levels of emotional wellbeing in clinical and non-clinical populations
alike, and across different cultures (Ciarrochi & Scott, 2006; Taylor, Bagby, & Parker,
2003). Moreover, these dysfunctional process variables have also been shown to predict
wellbeing longitudinally (Bach & Bach, 1995; Ciarrochi & Scott, 2006). Despite
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considered relatively stable, there is some evidence that difficulty identifying and
describing emotions are amenable to treatment and that improvements in these
capacities may affect improvements in other aspects of wellbeing (e.g. Sakakibara,
Takeuchi, & Hayano, 1994).
In summary, a tendency to experience difficulty identifying and describing
emotions is posited as a key mechanism underlying various forms of psychological
disturbance in both clinical and non-clinical populations. Alexithymia may be the
consequence of early childhood trauma and it has been associated with a number of
socio-demographic variables as well as many important life outcomes. Alexithymia is
thought to reflect a deficit in the cognitive processing and regulation of emotions and is
widely contended to play a causal role in disorders of affect regulation and somatisation
in particular.

6.2 Measuring Individual Differences in Difficulty Identifying and
Describing Emotions – The Toronto Alexithymia Scale
Several scales have been developed to evaluate alexithymic characteristics.
However, many early measures have been shown to lack reliability and validity (De
Gucht & Heiser, 2003). The twenty-item Toronto Alexithymia Scale (Bagby, Parker, &
Taylor, 1994a) is the most widely used instrument for assessing alexithymia (De Gucht
& Heiser, 2003). It was developed from an earlier measure that has undergone several
revisions, resulting in enhanced reliability and validity. It is well-established as a stable
self-report measure for clinical and non-clinical samples alike (De Gucht, Fontaine, &
Fischler, 2004).
The Toronto Alexithymia Scale is based on a three-factor model of alexithymia
(Bagby et al., 1994b). This includes Difficulty Identifying Emotions, Difficulty

72

Describing Emotions and Externally Oriented Thinking. Although this structure has
been widely replicated multiple findings reveal that the Externally Oriented Thinking
subscale has low internal consistency and meagre correlations with Difficulty
Identifying Emotions and Difficulty Describing Emotions (Meganck, Vanheule, &
Desmet, 2008; Taylor et al., 2003). Moreover it has been reported that the Externally
Oriented Thinking subscale is not directly related to wellbeing (Ciarrochi et al., 2003;
De Gucht & Heiser, 2003). Conversely, the Difficulty Identifying Emotions and
Difficulty Describing Emotions subscales are highly correlated and predict similar
aspects of outcome variance (Bagby et al., 1994a; Ciarrochi et al., 2003). In the present
investigations only the Difficulty Identifying Emotions and Difficulty Describing
Emotions subscales of the Toronto Alexithymia Scale are employed since they are the
most reliable and valid measures of the alexithymia construct (Ciarrochi & Scott, 2006).
Empirical findings indicate item homogeneity and good concurrent and
discriminant validity for the Toronto Alexithymia Scale (Bagby et al., 1994a). It has
been consistently shown to positively relate to neuroticism and it negatively relates to
extraversion, adaptability and stress management (De Gucht et al., 2004; Lundh &
Simonsson-Sarnecki, 2002; Parker, Taylor, & Bagby, 2001). It has also demonstrated
moderate correlations with other measures of conceptually and operationally similar
constructs whilst remaining distinct (Bagby, Taylor, Parker, & Dickens, 2006). These
include emotional intelligence, psychological mindedness, and receptivity to feelings
(Ciarrochi et al., 2003; Taylor & Bagby, 2000). Moreover, the Toronto Alexithymia
Scale has shown good predictive validity with clinical and non-clinical samples
diverging significantly in the expected direction on each subscale (De Gucht et al.,
2004).
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6.3

A Selective Review of Evidence Supporting the Relationship Between
Difficulty Identifying and Describing Emotions and Wellbeing

Difficulty identifying and describing emotions have been associated with general
negative markers of psychological health and wellbeing. They are also linked with the
presence of serious illness, unexplained medical problems and somatoform disorders.
Extensive research indicates that these variables affect general emotional problems as
well as clinical disorders characterised by emotional dysregulation. A brief overview of
some key empirical findings in these areas follows.

6.3.1 The Role of Difficulty Identifying and Describing Emotions in Clinical Disorders
Difficulty identifying and describing emotions have been implicated as underlying
features of several somatoform disorders, which are commonly diagnosed on the basis
of medically unexplained health complaints (American Psychological Association,
1994). A review of cross-sectional studies comparing alexithymia levels in healthy
individuals versus individuals with a somatoform disorder found that the latter were
significantly more alexithymic, with moderate to large effect sizes reported (De Gucht
& Heiser, 2003).
A study involving survivors of motor vehicle accidents diagnosed with
somatoform pain disorder found that 53% of the sample had a high degree of difficulty
identifying and describing emotions as compared to rates of 4.5 to 18% recorded for
non-clinical samples in other findings (Cox, Kuch, Parker, Shulman, & et al., 1994;
Taylor, 2000). Several studies have also reported significant positive correlations
between difficulty identifying and describing emotions and hypochondriasis (Bagby,
Taylor, & Atkinson, 1988; Deary, Scott, & Wilson, 1997). These variables have also
been associated with Type 1 diabetes (Chatzi et al., 2009).
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Difficulty identifying and describing emotions appear relevant to the treatment of
somatisation and somatoform disorders. Evidence shows that targeting alexithymia in
treatment for patients with somatic conditions helps correct deficits in emotional
processing and positively affects other outcomes (Beresnevaite, Taylor, & Bagby,
2007). One study showed that patients with heart disease had reduced levels of
alexithymia following group therapy focused on increasing affect awareness and
imaginative activity (Beresnevaite et al., 2007). Another study showed that patients who
received four months of group therapy following heart surgery recorded significant
reductions in alexithymia immediately at the end of treatment. These changes persisted
over six-month, one-year and two-year follow-up periods. In contrast, the comparison
group that received educational sessions reported no mean changes in alexithymia.
Furthermore, patients whose alexithymia levels improved had fewer cardiac events or
re-hospitalisations in the two years following surgery relative to patients whose
alexithymia levels did not improve (Sakakibara et al., 1994).
Difficulty identifying and describing emotions has been shown to influence
clinical disorders characterised by emotional dysregulation including anxiety and
depression (Evren et al., 2008; Honkalampi, Hintikka, Tanskanen, Lehtonen, &
Viinamaki, 2000). One study demonstrated that difficulty identifying emotions predict
stress and anxiety and that both difficulty identifying and describing emotions predicts
anxiety longitudinally after controlling for other wellbeing variables (Ciarrochi & Scott,
2006; Ciarrochi et al., 2003).
Some research has found that difficulty identifying and describing emotions
predicts depression over a 12-month period and also major depressive disorder over two
years (Honkalampi et al., 2004). Other findings indicate that difficulty identifying and
describing emotions decreases as depression levels improve (Saarijarvi, Salminen, &

75

Toikka, 2001). High levels of difficulty identifying and describing emotions have been
reported in substance-dependent patients and pathological gamblers relative to general
samples (Bonnaire, Bungener, & Varescon, 2009; Carton et al., 2010).
The significant relationship between alexithymia and post-traumatic stress
disorder symptoms has been extensively reported, and difficulty identifying emotions
has been shown to almost exclusively account for this association (Sondergaard &
Theorell, 2004). Difficulty identifying emotions has been shown to significantly
correlate with dysphoric affect in post-traumatic stress disorder samples and it also
correlates with post-traumatic stress disorder symptom severity (Sondergaard &
Theorell, 2004; Yehuda et al., 1997). Higher levels of difficulty identifying emotions
have been reported by refugees diagnosed with post-traumatic stress disorder compared
to refugees without a post-traumatic stress disorder diagnosis (Sondergaard & Theorell,
2004).
Difficulty in identifying emotions has also been shown to predict post-traumatic
stress disorder in individuals with alcohol dependence (Evren, Dalbudak, Cetin,
Durkaya, & Evren, 2010). It also significantly predicts treatment outcome for
individuals with post-traumatic stress disorder (Kosten, Krystal, Giller, Frank, & et al.,
1992). Furthermore, increases in difficulty identifying emotions have been found to
correspond with increases in post-traumatic stress disorder symptoms over time
(Sondergaard & Theorell, 2004).
Difficulty identifying and describing emotions have been shown to correspond
with other anxiety disorder. For instance, alexithymia rates as high as 47% and 67%
have been reported in individuals diagnosed with panic disorder compared to rates of
4.5 to 18% recorded for non-clinical samples (Parker, Taylor, Bagby, & Acklin, 1993;
Taylor, 2000; Zeitlin & McNally, 1993). Difficulty identifying and describing emotions
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have also been shown to correlate with panic disorder and moreover to significantly
predict panic disorder severity (De Berardis et al., 2007).
Remarkably high rates of alexithymia have been found in eating disordered
samples, ranging from 48% to 77% for anorexics and 40% to 61% for bulimia nervosa
samples (Bourke, Taylor, Parker, & Bagby, 1992; de Groot, Rodin, & Olmsted, 1995;
Jimerson, Wolfe, Franko, Covino, & et al., 1994; Schmidt, Jiwany, & Treasure, 1993).
Other research has shown that difficulty identifying and describing emotions
significantly correlate with eating disorders even after controlling for depression and
anxiety (Parling, Mortazavi, & Ghaderi, 2010). High levels of difficulty identifying and
describing emotions have also been shown to predict risk of developing an eating
disorder in non-clinical populations (De Berardis et al., 2009). Moreover these variables
also significantly predict treatment outcome for individuals with eating disorders
longitudinally, independent of depressive symptoms and eating disorder severity
(Speranza, Loas, Wallier, & Corcos, 2007).
Some outcome studies reveal that improvements in alexithymia mediate positive
treatment outcomes in diverse clinical samples. One study showed that bulimia nervosa
patients reported a significant reduction in difficulty identifying and describing
emotions following group psychotherapy that focused largely on relationships and
emotional awareness (de Groot et al., 1995). Another demonstrated an association
between a reduction in difficulty identifying and describing emotions and improved
mood in depressed individuals (Saarijarvi et al., 2001).
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6.3.2 The Role of Difficulty Identifying and Describing Emotions in Other
Psychological Disturbances
Difficulty identifying and describing emotions have been associated with general
negative markers of psychological health and wellbeing such as stress, low self-esteem,
and relationship dissatisfaction (De Berardis et al., 2009; Humphreys, Wood, & Parker,
2009; Palmer, Donaldson, & Stough, 2008). They have been also shown to predict
factors including life satisfaction, social support and hopelessness (Ciarrochi et al.,
2003).
Some research demonstrates that alexithymic individuals may be prone to
experience a grim life trajectory due to a multitude of associated negative life outcomes.
In an extensive European epidemiological study involving a 31-year follow-up, high
levels of alexithymia in adulthood were associated with being an unwanted child or
being one of many children (Joukamaa et al., 2003). They were also correlated with
later development of language (Joukamaa et al., 2003). Alexithymia has also been
shown to predict mortality over five years independent the effects of other behavioural,
biological, and psychological risk factors (Kauhanen, Kaplan, Cohen, Julkunen, & et
al., 1996). Long-lasting alexithymic features have been associated with harsh discipline
and unhappiness in the childhood home and they predict poor adjustment to significant
life changes (Honkalampi, Hintikka, Laukkanen, Lehtonen, & Viinamaki, 2001; Kerr,
Johnson, Gans, & Krumrine, 2004).
Links between difficulty identifying and describing emotions and physical health
complaints as well as somatisation have been consistently reported. Research
demonstrates that alexithymia significantly and positively correlates with chronic pain,
pain intensity physiological arousal, the tendency to notice and report physical
symptoms, and unhealthy compulsive behaviors (Chaturvedi, 1988; Hosoi et al., 2010;
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Lumley, Neely, & Burger, 2007; Taylor, 2000). Some research has indicates a
significant link between difficulty identifying emotions and low health-related quality
of life in the general adult population (Mattila et al., 2009).
It is widely reported that the majority of high alexithymics report hypertension,
and difficulty identifying emotions has been shown to account for the bulk of this
relationship (Kronholm, Partonen, Salminen, Mattila, & Joukamaa, 2007). Alexithymia
has been found to predict persistent somatisation longitudinally, and difficulty
identifying emotions has demonstrated the strongest association with somatisation
relative to other aspects of alexithymia (Bach & Bach, 1995; De Gucht & Heiser, 2003).
Alexithymia positively relates to the tendency to experience negative affect and a
low tolerance for negative feelings (Lumley, 2000; Taylor, Bagby, & Parker, 1997). It is
also associated with various maladaptive styles of emotion regulation and behaviour
including overeating, developing a headache, aggressive sexual fantasy, reckless
activities, substance abuse, primitive defence style and dissociation (De Berardis et al.,
2009; Evren et al., 2008; Kooiman, Raats, & Spinhoven, 2007; Taylor, 2000).
Alexithymia has been linked with difficulty monitoring the feelings of others and
discriminating among different emotional states (Lane, Sechrest, Reidel, Weldon, & et
al., 1996; Parker et al., 2001; Parker, Taylor, & Bagby, 1993). It has also been
associated with a limited capacity for empathy and a limited ability to use emotions
adaptively to cope with stressful situations (Parker et al., 2001; Parker, Taylor, &
Bagby, 1998; Williams & Wood, 2010).
Alexithymia has been negatively associated with positive affect and inversely
correlated with adaptive emotion regulation behaviours such as talking to a caring
person (Taylor, 2000; Taylor et al., 1997). Some evidence suggests a causal relationship
between difficulty identifying and describing emotions and emotional distress as well as
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associated maladaptive behaviours. One study found that individuals who reported
difficulty identifying feelings were more likely to experience distress and poorer
adjustment when faced with a stressor, compared to individuals who reported moderate
to high capability in identifying emotions (Salovey, Mayer, Goldman, Turvey, & Palfai,
1995). Some research has shown that difficulty identifying and describing emotions
precede decrements in emotional wellbeing over a one year period, including increased
negative affect and decreases in positive affect and perceived social support (Ciarrochi,
Heaven, & Supavadeeprasit, 2008).
The relationship between difficulty identifying and describing emotions and
emotional intelligence has been extensively researched in recent years. These constructs
are negatively correlated and overlap to some extent (Parker et al., 2001). Alexithymia
has been shown to relate to specific aspects of emotional intelligence including
intrapersonal and interpersonal intelligence, adaptability and stress-management skills
(Parker et al., 2001; Taylor, Parker, & Bagby, 1999). Difficulty identifying and
describing emotions significantly relate to other dimensions of social and emotional
competence, including rumination, ineffective problem orientation and ineffective
problem solving (Ciarrochi et al, 2003).
In a longitudinal study that examined the link between emotional competence and
wellbeing, the combined factor Difficulty Identifying and Describing Feelings
significantly predicted well-being one year later, after controlling for baseline measures
of well-being. This finding provides evidence that low levels of emotional competence
precede decreases in wellbeing, rather than merely co-occur, suggesting that difficulty
identifying and describing emotions may be causally linked to psychological health and
wellbeing (Ciarrochi & Scott, 2006). The same study found evidence that Difficulty
Identifying and Describing Feelings predicted unique variance in aspects of wellbeing.

80

Individuals who reported difficulty identifying and describing feelings were more likely
to experience anxiety and less likely to experience positive mood one year later
compared to those with low endorsement on these variables (Ciarrochi & Scott, 2006).

6.4 Summary and Conclusions
The cumulative body of empirical research on difficulty identifying and
describing emotions points to their broad reaching negative influence on multiple
aspects of wellbeing and important life outcomes. Difficulty identifying and describing
emotions have been linked to diverse markers of psychological disturbance ranging
from general indicators such as stress, negative affect and low levels of life satisfaction,
to major clinical disorders including depression, anxiety, eating disorders and
somatoform disorders. Empirical findings to date suggest that difficulty identifying and
describing emotions may play a critical mediating role in the onset, course and
treatment of psychological disturbance.
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7

CHAPTER SEVEN

Experiential Avoidance

7.1 Experiential Avoidance and its Theoretical Links with Emotional Wellbeing
A plethora of research indicates that experiential avoidance has broad-reaching
effects on emotional wellbeing. Some assert that experiential avoidance universally
influences psychological disturbance (e.g. Hayes et al, 1999). Current definitions of
experiential avoidance describe this dysfunctional process variable as involving two
related tendencies. The first is an unwillingness to ‘be present to’ or remain in contact
with aversive private experiences. The second involves efforts to avoid these private
experiences or events that elicit them. This may entail attempts to change the form or
frequency of private experiences, and/or the context in which they are triggered, even
when such efforts lead to behavioural harm or ineffective actions (Hayes et al., 1996).
Given that experiential avoidance is concerned with how an individual relates to and
responds to the content of their private experiences, it is considered a context-focused
dysfunctional process variable.
Experiential avoidance has been considerably theorised about and has amassed
substantial empirical data especially over the last decade. This has largely occurred in
the context of research surrounding Acceptance and Commitment Therapy (ACT) and
its underlying scientific model, Relational Frame Theory (RFT; Hayes et al., 2001;
Hayes et al., 1999). ACT identifies experiential avoidance as a common core process
underlying the onset, maintenance and amelioration of all manner of psychological
disturbance. Although ACT has turned the spotlight on experiential avoidance, it is a
concept that is novel to neither ACT nor CBT more generally.
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The

notion

of

experiential

avoidance

originates

from

psychoanalytic,

psychodynamic and humanistic psychology, and the recent ACT/RFT theoretical
explication of this variable resonates with several other key areas of CBT theory and
research. These include but are not limited to thought suppression, ineffective problem
orientation, and difficulty identifying and describing emotions. The common link
between experiential avoidance and the other dysfunctional process variables is that
they appear to predispose an individual to relate to their private experiences in a
problematic way, and thus may lead to and perpetuate low levels of emotional
wellbeing and ineffective behaviour.
Experiential avoidance is thought to reflect what is held to be a universal human
drive to avoid aversive experiences, which in some contexts has important survival
value but in others may be ineffectual, or worse, detrimental (Hayes et al., 1996). Some
classic overt avoidance strategies include excessive drug use, deliberate self-harm, highrisk sexual behaviour, and social withdrawal (Chawla & Ostafin, 2007). Research
demonstrates that human also employ a range of cognitive strategies to avoid aversive
private experiences, including thought suppression, emotion suppression, avoidant
coping and self-deception to name just a few (Gross & Levenson, 1993; Paulhus, 1988;
Penley, Tomaka, & Wiebe, 2002; Wenzlaff & Wegner, 2000). The costs of persisting
with such strategies in contexts where they are not effective are also widely
documented. Experiential avoidance is considered an overarching concept that draws
together several “specific behavioural phenomena into a theoretically coherent
perspective” (Hayes, Strosahl et al., 2004, p. 565). It is this so-called overarching
construct that is the focus of the present review.
Experiential avoidance is thought to occur on a continuum with individual
differences in this tendency observed to correspond with variations in wellbeing.
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Individuals with high levels of experiential avoidance are prone to becoming
‘entangled’ or fused with their thoughts, and to make excessively negative evaluations
of themselves and their private experiences. They also tend to have a strong desire to
control private experience and to display ineffective behaviour in presence of aversive
private events (Hayes et al, 2004).
Low levels of experiential avoidance are commensurate with what has been
termed psychological acceptance in ACT literature. Psychological acceptance reflects a
willingness to make contact with private experiences without trying to manipulate,
avoid, escape or change them, and at the same time behaving effectively in the pursuit
of valued goals (Hayes et al., 1999). The notion of ‘willingness’ in ACT is described as
“how open people are to experiencing their own private experience when they
experience it” (Ciarrochi et al., 2005, p. 94).
ACT/RFT literature has extensively detailed the probable causes of experiential
avoidance and points primarily to the bi-directional nature of language. It also maintains
that experiential avoidance is perpetuated by the current collective cultural emphasis on
‘feeling good’ and conversely averting pain and discomfort (Hayes et al., 2006).
Elaborating on the role of language, it is posited that temporal and comparative relations
present in human language allow for private experiences to be verbally predicted,
evaluated and avoided if deemed aversive (Hayes et al., 2006). Moreover the context in
which private experiences occur tends to impact on wellbeing.
Aversive private experiences are likely to cause psychological disturbance only in
contexts where they are: a) taken literally, and b) perceived as needing to be altered or
avoided (Bond & Hayes, 2002). Such contexts may lead to the use of ineffective
strategies in an attempt to control or regulate emotions, such as thought and emotion
suppression or behavioural inertia.
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From an ACT/RFT perspective experiential avoidance is only problematic when it
leads to ineffective behaviour (Hayes et al, 2006). The yardstick used to determine
whether any given behaviour is effective or ineffective in this framework is workability,
that is, the extent to which it facilitates or impedes movement toward a vital and
personally valued life direction.
Experiential avoidance may be harmful for a number of reasons (Hayes et al.,
2006). For instance, efforts to control private events are often ineffectual and may
paradoxically increase the frequency or intensity of ‘to be avoided’ experiences, by
rendering them more salient and by themselves becoming linked to these aversive
experiences. This in turn may lead to a narrowing of behaviours as a means of avoiding
the expanded network of situations that may elicit the thoughts and emotions that one is
trying to avoid. Such consequences in turn may have negative effects on wellbeing, and
ultimately result in living a constricted and value-inconsistent existence (Hayes et al,
2006).
Experiential avoidance may inhibit emotional experiences that have the potential
to instigate adaptive behavioural changes. This in turn may increase the propensity to
experience higher levels of psychopathology and lower levels of wellbeing (Hayes et
al., 1996). The harmful effects of excessive experiential avoidance are insidious in that
the costs of avoiding are not always readily immediate. Thus, individuals may be lured
into habitual experiential avoidance due its short-term pay-offs, usually some form of
temporary relief from distress. Although avoidance of private experiences may feel
better in the short term, it can harm our goals in the long term (Hayes et al., 1999).
It may be instructive to use a concrete example to help describe how experiential
avoidance and its effects may be cultivated. A person has the thought “I am not good
enough” and takes it to be true, and also considers it important to try not to have that
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thought come up again. These conditions may prompt the person to take steps to avoid
social situations that might evoke that thought, even though this avoidance move takes
them away from something important to them. For instance, the person may value
developing a loving interpersonal relationship, but avoid going on dates with
prospective partners so as to avert the thought “I am not good enough”.
Although avoidance may provide the person immediate escape from the aversive
thought and associated difficult feelings, continuing to avoid going on dates might come
at many costs to wellbeing and valued living in the long run. The person might develop
pervasive negative affect - persisting feelings of loneliness, depression, social anxiety,
isolation, hopelessness, a sense of ineffectualness and belief that they cannot change or
do something different, effectively resulting in behavioural inertia. The person may end
up failing to realise other important values such as becoming a parent, which in turn
would be likely to perpetuate aversive self-related thoughts and feelings. Additionally,
the avoidance strategy might preclude opportunity for the person to develop through
direct experiences a position of non-verbal, non-evaluative self-acceptance. It is easy to
imagine that such profuse consequences would paradoxically amplify the person’s
belief in the thought “I am not good enough”, and propagate a relentless onslaught of
other equally aversive private experiences.
ACT interventions routinely target experiential avoidance as the hypothesized core
mechanism of change, and a mounting body of empirical evidence supports the
contention that it is an active therapeutic ingredient (Ciarrochi, Bilich, & Godsell, 2010;
Hayes et al., 2006). The fundamental therapeutic goals of ACT are to encourage
individuals to willingly experience private events, and to simultaneously orient and
facilitate behavioural steps in the direction of their chosen values (Hayes et al., 1999;
Veiga-Martinez, Perez-Alvarez, & Garcia-Montes, 2008). In ACT-speak, these aims are
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neatly summed-up by the idiom “Accept, Choose, Take Action” (Hayes et al., 1999, p.
77).

7.2

Measuring Individual Differences in Experiential Avoidance –
The Acceptance and Action Questionnaire

A number of well established self-report measures of experiential avoidance
strategies have been developed in the CBT field. These include the White Bear
Suppression Inventory (Wegner & Zanakos, 1994) and the Ineffective Problem
Orientation scale (Frauenknecht & Black, 1995). Other measures of aspects of
experiential avoidance have been developed for target populations, such as a measure of
pain avoidance for individuals experiencing chronic pain and a measure of avoided
thoughts and feelings associated with smoking cessation (Gifford, 2003; McCracken,
1998). Only recently, however, has a generic measure of experiential avoidance been
developed, in response to expansion and increased focus on the construct in ACT/RFT
literature.
The Acceptance and Action Questionnaire (Hayes, Strosahl et al., 2004) is a selfreport instrument designed to measure a general tendency toward experiential
avoidance/acceptance. The Acceptance and Action Questionnaire purportedly evaluates
“the degree to which an individual fuses with thoughts, avoids feelings, and is unable to
act in the presence of difficult private events” (Hayes et al., 2006, p.10). The cognitive
aspect of experiential avoidance is reflected in items such as “If I could magically
remove all the painful experiences I’ve had in my life, I would do so”, whilst the
behavioural component is reflected in items such as “When I feel depressed or anxious,
I am unable to take care of my responsibilities”. There are two currently validated
versions of the Acceptance and Action Questionnaire, however, the present focus will
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be constrained to the 9-item version (Hayes, Strosahl et al., 2004). The 9-item
Acceptance and Action Questionnaire appears to measure a general factor and is
especially suited to non-clinical samples given its brevity (Hayes, Strosahl et al., 2004).
The 9-item Acceptance and Action Questionnaire has demonstrated substantial
incremental and criterion related validity (Hayes et al, 2004). It has shown moderate to
high correlations in the expected direction with general markers of emotional wellbeing
such as stress and negative affect, as well as perceived physical health, work-related
wellbeing and also quality of life (Hayes et al, 2004). The 9-item Acceptance and
Action Questionnaire correlates with many forms of psychopathology, beyond existing
related processes, social desirability and self-presentation (Hayes et al, 2004). This
includes anxiety, depression, trauma and specific phobias (Feldner et al., 2006; Hayes,
Strosahl et al., 2004; Hayes et al., 2003). It is also significantly associated with
maladaptive coping strategies and neuroticism (Boelen & Reijntjes, 2008).
Additionally, it has shown modest correlations with measures of specific aspects of
experiential avoidance including thought suppression, dissociation, self-deceptive
positivity and avoidant coping. This suggests it is related to these constructs yet taps
into something unique, most likely the overarching facet of experiential avoidance
(Hayes, Strosahl et al., 2004).

7.3

A Select Review of Empirical Evidence Supporting the Relationship Between
Experiential Avoidance and Wellbeing

A multitude of findings link high levels of experiential avoidance to low
emotional wellbeing (e.g. Forman, Herbert, Moitra, Yeomans, & Geller, 2007; Hayes et
al., 2006). Psychological acceptance, which is indicative of low experiential avoidance,
has been linked to high levels of emotional wellbeing and decreased likelihood of
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clinical disorder (Bond & Bunce, 2000, 2003; Ciarrochi et al., 2005; Donaldson-Feilder
& Bond, 2004). Meta-analytic research on ACT and its core components provides
evidence for the efficacy of targeting experiential avoidance across a wide variety of
populations and contexts (Hayes et al., 2006). Moreover ACT intervention research
provides compelling evidence that experiential avoidance may well be a core
mechanism of change in therapy (Hayes et al, 2006). A select review of empirical
findings that support the links between experiential avoidance and wellbeing follows.

7.3.1 The Role of Experiential Avoidance in Clinical Disorders
High experiential avoidance has been consistently implicated in clinical disorders
and is associated with a wide range of psychopathological measures (Hayes et al, 2006).
For instance findings from an ACT meta-analysis involving 32 studies and 6628
subjects revealed that experiential avoidance positively correlated with depression,
anxiety, somatisation, the ‘re-experiencing’ and ‘arousal’ subscales measuring
posttraumatic stress disorder, social phobia, agoraphobia, blood/injury phobia, anxiety
sensitivity, suffocation fear, body sensations fear, trichotillomania, stress, trauma
symptoms and beliefs, dissociative experiences, alcohol dependence, job induced
tension, worries, fear of intimacy, and pain (Hayes et al, 2006).
High experiential avoidance has also been associated with heightened negative
affect and a host of anxiety-related symptoms including distress about bodily
sensations, other panic symptoms, worry and trauma-related psychological distress
(Forsyth, Parker, & Finlay, 2003; Kashdan, Barrios, Forsyth, & Steger, 2006; Morina,
2007; Santanello & Gardner, 2007; Sloan, 2004). Additionally, it has been found to
significantly predict generalised anxiety disorder severity (Roemer, Salters, Raffa, &
Orsillo, 2005). Moreover, experiential avoidance has been shown to partially mediate
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the relationship between maladaptive perfectionism and worry, independent of
depression (Santanello & Gardner, 2007).
Individuals with high experiential avoidance have been found more likely to
experience panic and anxiety symptoms relative to individuals with low experiential
avoidance when subject to physically aversive stimuli. This was despite no differences
in self-reported intensity of physiological symptoms (Feldner, Zvolensky, Eifert, &
Spira, 2003; Karekla, Forsyth, & Kelly, 2004; Zettle et al., 2005). High experiential
avoidance has also been related to maladaptive coping and impaired performance in
physically aversive situations, compared to low avoidance (Zettle, Petersen, Hocker, &
Provines, 2007). It has also been reported that use of acceptance strategies under such
conditions promotes more effective behaviour compared to use of suppression control
(Eifert & Heffner, 2003).
Experiential avoidance has also been found to account for a significant amount of
unique variance in aggressive behaviour in patients with post-traumatic stress disorder,
above and beyond symptom severity and trait anger (Tull, Rodman, & Roemer, 2008) .
It has been shown to partially mediate the relationship between interpersonal trauma and
post-traumatic stress disorder, and to account for significant variance in depression,
anxiety and somatisation in trauma victims over and above number of traumas and posttraumatic stress disorder symptom severity (Orcutt, Pickett, & Pope, 2005; Tull, Gratz,
Salters, & Roemer, 2004).
One study examined the role of experiential avoidance in predicting wellbeing
following varying degrees of trauma in several samples and found that experiential
avoidance predicted general psychological distress following a stressful life event in a
non-clinical sample beyond that explained by initial distress levels (Plumb, Orsillo, &
Luterek, 2004). It also predicted post-traumatic stress disorder symptom severity and

90

general psychological distress over and above trauma severity in individuals who had
experienced significant trauma (Plumb et al., 2004). Furthermore experiential avoidance
also predicted post-traumatic stress disorder symptom severity and depression in
inpatient veterans with post-traumatic stress disorder beyond extent of combat exposure
(Plumb et al., 2004).
High experiential avoidance has also been shown to significantly predict substance
abuse and it correlates with substance-related medical complications (Forsyth et al.,
2003; Stewart, Zvolensky, & Eifert, 2002). It has also been shown to mediate the
relationship between high anxiety sensitivity and increased incentive to drink as a
means of coping (Stewart et al., 2002). Additionally, experiential avoidance has been
associated with borderline personality disorder severity and significantly predicts
deliberate self-harm (Armey & Crowther, 2008; Chapman, Specht, & Cellucci, 2005).
ACT interventions that target experiential avoidance have demonstrated notable
efficacy to date. A meta-analysis of ACT interventions for a variety of conditions,
including depression, anxiety disorders and general psychological symptoms obtained
unusually large aggregate effect sizes (Hayes et al., 2006). Other research has shown
that ACT produces increases in experiential acceptance in general psychiatric samples,
more so than content-focused CBT interventions (Lappalainen et al., 2007). Some
research on panic disordered patients has demonstrated that brief acceptance training
leads to improvement in symptom management (Levitt, Brown, Orsillo, & Barlow,
2004).
Many ACT intervention studies involving clinical samples have demonstrated a
specific link between low experiential avoidance and positive outcomes. For instance,
some research has found that decreases in experiential avoidance mediate positive
outcomes in the treatment of depression and anxiety. They also account for significant
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and unique variance in both these clinical disorders (Andrew & Dulin, 2007; Forman et
al., 2007; Gratz, Bornovalova, Delany-Brumsey, Nick, & Lejuez, 2007). One study
found that an ACT intervention for social phobia lead to significant reduction in
experiential avoidance, and further, that earlier changes in experiential avoidance
predicted later changes in symptom severity after controlling for earlier symptom
improvement and perceived control of emotions (Dalrymple & Herbert, 2007). Another
outcome study found that an ACT intervention targeting trichotillomania produced
decreases in experiential avoidance, which partially mediated reduction in symptom
severity (Woods, Wetterneck, & Flessner, 2006).
ACT has been shown to affect numerous positive outcomes in the treatment of
psychosis including improvements in symptom-associated distress, decreased
believability of symptoms, and decreased hospitalisations (Bach & Hayes, 2002).
Moreover, these improvements were significantly greater than those obtained for a
treatment-as-usual condition despite a paradoxical increase in frequency of symptoms.
It has been suggested that such effects may be mediated by increased acceptance of
symptoms (Bach & Hayes, 2002). Other research has replicated findings of decreased
symptom-associated distress and hospitalisations in patients with psychotic disorders
and additionally reported significant improvements in clinician-rated mood symptoms,
social functioning and symptom reduction (Gaudiano & Herbert, 2006).
Numerous studies have demonstrated a link between experiential avoidance and
chronic pain. One study of patients experiencing chronic pain showed that experiential
avoidance significantly correlated with depression and pain-related anxiety, as well as
both physical and psychosocial disability (McCracken & Zhao-O'Brien, 2010).
Hierarchical regression analyses revealed that general psychological acceptance
significantly predicted patient functioning, independent of patient background
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characteristics, pain, acceptance of pain, and mindfulness (McCracken & Zhao-O'Brien,
2010).
Other research has also shown that experiential avoidance predicts wellbeing in
chronic pain sufferers, and also that it predicts both life satisfaction and level of
handicap over time (Kortte, Veiel, Batten, & Wegener, 2009; McCracken, 1998).
Moreover, high acceptance of pain has been shown to predict better adjustment even
after controlling for perceived pain intensity (McCracken, Vowles, & Eccleston, 2004).

7.3.2 The Role of Experiential Avoidance in Other Psychological Disturbances
High experiential avoidance has been associated with general markers of
psychological disturbance including workplace stress, perceived lack of control, and
reduced autobiographical memory (Bond & Bunce, 2000; Forsyth et al., 2003;
Hermans, Raes, Iberico, & Williams, 2006). It is also negatively associated with quality
of life, perceived health, and positive emotional experiences (Hayes et al, 2006). It has
been shown to significantly predict negative affect and to mediate the relationship
between maladaptive coping, emotion regulation, uncontrollability and emotional
wellbeing (Ciarrochi et al., 2005; Kashdan et al., 2006). It has been suggested that
experiential avoidance may be a core toxic diathesis underlying coping and emotion
regulation strategies (Kashdan et al., 2006). High levels of experiential avoidance have
been found in samples of adult victims of child sexual assault, and predict psychological
distress and high-risk sexual behaviour in this population (Batten, Follette, & Aban,
2001; Marx & Sloan, 2002, 2005).
There is some evidence that experiential avoidance predicts wellbeing
longitudinally in non-clinical populations. It has been found to predict mental health and
an objective measure of work performance in a workplace sample over a one-year
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period, even after controlling for job control and negative affectivity (Bond & Bunce,
2003). Moreover, this predictive relationship was not reciprocal, which is an indication
that psychological acceptance precedes mental health, and not the reverse (Bond &
Bunce, 2003). Other ACT intervention studies involving non-clinical samples indicate
that reduction in experiential avoidance corresponds with a variety of positive
outcomes. Decreases in experiential avoidance have been found to partially mediate
reductions in maths and test anxiety, nicotine addiction and chronic pain (Gifford et al.,
2004; McCracken, Vowles, & Eccleston, 2005; Ziegler, 2003).
One study examined the efficacy of an ACT intervention for individuals newly
diagnosed with diabetes, and found that at three months follow-up participants reported
improved self-management which was mediated by increases in diabetes-related
acceptance and action (Gregg, Callaghan, Hayes, & Glenn-Lawson, 2007). Another
intervention study compared ACT with an attention placebo intervention for targeting
seizure frequency and related distress in epilepsy patients (Lundgren, Dahl, Melin, &
Kies, 2006). The ACT intervention elicited decreases in excess of 95% of seizure time
and significant improvements in quality of life that persisted at one-year follow-up, both
which were fully mediated by decreased experiential avoidance (Lundgren et al., 2006).
One workplace-based ACT intervention study evaluated the efficacy of an ACT
intervention designed to improve people’s ability to cope with workplace strain.
Significantly greater improvements in multiple measures of wellbeing were associated
with the ACT intervention as compared with outcomes from a workplace innovation
intervention.

Furthermore,

psychological

acceptance

was

found

to

mediate

improvements in general mental health, depression and propensity to innovate (Bond &
Bunce, 2000).
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7.4 Summary and Conclusions
Specific aspects of experiential avoidance have been comprehensively detailed
in CBT literature and are empirically linked with low levels of wellbeing. More recently
a broader conceptualisation of experiential avoidance has been advanced within the
ACT/RFT framework, which seeks to universally foster the development of
psychological flexibility. Experiential avoidance is associated with a multitude of
markers of emotional wellbeing, ranging from general indicators such as stress, negative
affect and quality of life, to major clinical disorders including depression, generalised
anxiety disorder, post-traumatic stress disorder, substance-related and psychotic
disorders. The aggregate empirical findings to date provide robust support for the
contention that experiential avoidance appears to be a key mediator in the onset, course
and treatment of all manner of psychological disturbance.
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8

CHAPTER EIGHT

Ineffective Problem Orientation

8.1 Ineffective Problem Orientation and its Theoretical Links with Emotional Wellbeing
An extensive body of research has demonstrated a robust relationship between
social problem solving abilities and emotional wellbeing. Social problem solving is
defined as “problem solving as it occurs in the real world” (Chang & D'Zurilla, 1996,
p.185). It is said to involve two distinct sets of abilities, namely problem orientation and
problem solving proper (D'Zurilla & Nezu, 1990a). Problem orientation encompasses
the motivational or meta-cognitive aspects of social problem solving such as problemsolving efficacy (Chang, D'Zurilla, & Sanna, 2004). Problem solving proper refers to
the application of skills in finding and implementing adaptive solutions to problems, for
instance generating alternatives (Chang & D’Zurilla, 1996). The focus of the present
review will be constrained to problem orientation since this construct consistently
relates to mental health and is of central importance to problem-solving therapy
(Heppner, Witty, & Dixon, 2004). Additionally, a wealth of research points to the
specific relationship between problem orientation and a wide range of markers of
emotional wellbeing (D'Zurilla, Chang, & Sanna, 2004).
Problem orientation involves the operation of a set of relatively stable cognitiveaffective schema that purportedly functions to either facilitate or inhibit active problem
solving (Chang & D'Zurilla, 1996). It reflects a combination of both content and
context-focused psychological processes. Specifically, the problem orientation construct
includes content specific to how a person generally thinks and feels about problems and
perceives his or her own problem-solving ability (Chang & D'Zurilla, 1996). It also
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reflects the context in which thoughts and feelings about problems occur, that is, how an
individual relates to such private experiences and whether they tend to avoid or confront
problem-related content.
Individuals with a tendency toward effective problem orientation evaluate
problems as a challenge and believe in their personal capacity to solve them. This is
reflected in active motivation with regard to problem solving through dedication of
time, effort and persistence (Chang & D'Zurilla, 1996; Maydeu-Olivares, RodriguezFornells, Gomez-Benito, & D'Zurilla, 2000). In contrast, individuals with ineffective
problem orientation tend to evaluate problems as a threat and doubt in the general
solvability of problems as well as their personal capacity to successfully problem solve.
Consequently they are prone to putting off solving problems so as to avoid aversive
thoughts and feelings that arise in their presence (Chang & D'Zurilla, 1996; Ciarrochi &
Godsell, 2006; Ciarrochi et al., 2003; Frauenknecht & Black, 1995; Maydeu-Olivares et
al., 2000).
Some measures treat problem orientation as a unidimensional construct, whilst
others represent effective and ineffective problem orientation as two related but
independent dimensions (Maydeu-Olivares & D'Zurilla, 1996; Sadowski & Kelley,
1993). Effective problem orientation has been shown to predict positive aspects of
wellbeing and to influence positive behaviours (Chang, Downey, & Salata, 2004;
Sadowski, Moore, & Kelley, 1994). In contrast, extensive literature outlines the broadranging negative effects of ineffective problem orientation and its specific links to
psychological disturbance (Robichaud & Dugas, 2005). Ineffective problem orientation
is said to cause excessive worry and in turn, pervasive negative affect, due to everyday
problems being perceived as threats to wellbeing. Additionally, it is thought to inhibit
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the ability to utilise problem-solving skills, thus delaying or even preventing problem
resolution and in turn exacerbating psychological distress (Dugas & Koerner, 2005).
Ineffective problem orientation and low levels of emotional wellbeing may
reciprocally fuel each other (D'Zurilla & Nezu, 1999). That is, ineffective problem
orientation and poor problem solving may cause psychological disturbance and low
levels of emotional wellbeing which in turn negatively impacts on further problem
solving resulting in a negative cycle over time (D'Zurilla et al., 2004). Effective
problem orientation and high levels of emotional wellbeing may also reciprocally
influence one another in the same manner (D'Zurilla et al., 2004).
Intervention strategies aimed at improving ineffective problem orientation have
been shown to elicit direct improvements in range of outcomes across both clinical and
non-clinical populations (D’Zurilla et al, 2004). It is widely agreed that effective
problem orientation training forms an integral part of brief CBT-based problem-solving
therapy and that the inclusion of this component appears to elicit “the most favorable
and durable outcomes” (D'Zurilla et al., 2004, p.249).
The goal of problem-solving therapy is to help individuals improve their problem
solving abilities in order to facilitate effective coping with stressful life situations (Nezu
& Nezu, 2001). Effective problem orientation training seeks to facilitate both
motivation and self-efficacy in relation to problem solving (Nezu & Perri, 1989), and to
inhibit avoidance in the face of emotional difficulties that arise in problematic situations
(Nezu & Nezu, 2001). Individuals are explicitly trained to discriminate between
problematic situations and associated negative emotions, to correctly identify problems
and use negative emotions as cues to when they arise, and to adopt a more rational view
of problems by balancing the sense of threat with opportunity (D'Zurilla et al., 2004).
Effective problem orientation training has been shown to directly decrease negative
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affect (Sahler et al., 2002) and psychological symptoms (Arean et al., 1993; Nezu,
1986). It has also been found to indirectly affect positive outcomes by improving
problem solving abilities (e.g. McLeavey, Daly, Ludgate, & Murray, 1994; Nezu, 1986;
Nezu & Perri, 1989)

8.2 Measuring Individual Differences in Problem Orientation –
The Social Problem Solving Inventory-A Problem Orientation Scale
A number of measures have been devised to evaluate individual differences in the
tendency toward ineffective problem orientation. However, some of these have been
shown to lack adequate reliability and validity (D'Zurilla & Maydeu-Olivares, 1995).
The Problem Orientation scales of Social Problem Solving Inventories are the most
frequently cited and widely validated measures of ineffective problem orientation in
CBT literature (D'Zurilla & Nezu, 1990a; D'Zurilla, Nezu, & Maydeu-Olivares, 1999;
Frauenknecht & Black, 1995). They have been utilised in a variety of clinical and nonclinical settings (D'Zurilla & Maydeu-Olivares, 1995).
The

Social

Problem

Solving

Inventory-A

Problem

Orientation

scale

(Frauenknecht & Black, 1995), hereafter termed the Ineffective Problem Orientation
scale, is a self-report measure designed to evaluate cognitive, emotional and behavioural
aspects of problem orientation. The Cognition subscale evaluates an attentional and
cognitive set related to problems, whilst the Emotion subscale taps into immediate
emotional reactions to problematic situations (D'Zurilla & Nezu, 1990a). The Behaviour
subscale focuses on behavioural approach-avoidance tendencies in relation to everyday
problems (D'Zurilla & Nezu, 1990a).
The Ineffective Problem Orientation scale has demonstrated good psychometric
properties across a variety of populations (Frauenknecht & Black, 1995; Ciarrochi et al,

99

2003; Ciarrochi & Scott, 2006). It correlates with numerous markers of emotional
wellbeing including psychological distress, stressful events, and difficulty identifying
emotions (Ciarrochi & Scott, 2006; Ciarrochi et al., 2003; Frauenknecht & Black,
1995). It has also demonstrated good convergent validity, significantly correlating with
other measures of problem solving, cognitive abilities, emotional competence and
personality, whilst maintaining distinctness from these constructs (Ciarrochi & Scott,
2006; Ciarrochi et al., 2003; Frauenknecht & Black, 1995). Evidence of incremental
validity for the Ineffective Problem Orientation scale has also been established across a
variety of samples (Frauenknecht & Black, 1995; Ciarrochi et al, 2003; Ciarrochi &
Scott, 2006).

8.3 A Selective Review of Empirical Evidence Supporting the Relationship Between
Ineffective Problem Orientation and Wellbeing
Ineffective problem orientation has been consistently linked with general markers
of low emotional wellbeing such as stress, poor self-esteem and low levels of life
satisfaction (D'Zurilla, Chang, & Sanna, 2003; D'Zurilla & Nezu, 1990a; Hamarta,
2009). It has been identified as a significant and pervasive predictor of psychological
disturbance and has been shown to predict emotional wellbeing longitudinally (Chang,
D'Zurilla, & Sanna, 2009; Ciarrochi & Scott, 2006; Ciarrochi et al., 2003). A growing
body of findings from cross-sectional, longitudinal and intervention studies suggests
that ineffective problem orientation may be a key process in the development and
treatment of psychological disturbance and specific clinical disorders. These include
depression, anxiety, schizophrenia, substance-related disorders, bipolar disorder and
pathological gambling (D'Zurilla et al., 2004; Ladouceur, Arsenault, Dube, Freeston, &
Jacques, 1997). A selective review of this research follows, primarily drawing on social
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problem-solving studies that explicate the distinct contribution of problem orientation to
wellbeing.

8.3.1 The Role of Ineffective Problem Orientation in Clinical Disorders
Ineffective problem orientation significantly correlates with both depression and
anxiety symptoms (D'Zurilla, Chang, Nottingham, & Faccini, 1998; Dugas et al., 1998;
Haugh, 2006). It has also been shown to contribute significantly to predicting these
disorders (Haugh, 2006; Robichaud & Dugas, 2005). Some research demonstrates that
ineffective problem orientation mediates the association between everyday problems
and depression and anxiety, and also predicts depression and other emotional problems
longitudinally (Calvete & Cardenoso, 2005; Flett, Hewitt, Blankstein, Solnik, & et al.,
1996; Kant, D’Zurilla, & Maydeu-Olivares, 1997; Londahl, Tverskoy, & D'Zurilla,
2005). Other findings indicate that ineffective problem orientation significantly predicts
depression severity and suicidality in depressed adolescents, and that it moderates
treatment outcome in this population (Becker-Weidman, Jacobs, Reinecke, Silva, &
March, 2010).
Ineffective problem orientation relates closely to a number of indicators of suicidal
thinking including self-harm, hopelessness, parasuicidal behaviour and severe suicidal
ideation (D'Zurilla et al., 1998; McLeavey et al., 1994; Sadowski & Kelley, 1993). One
study showed that ineffective problem orientation strongly correlated with suicidal risk,
depression and hopelessness in both psychiatric inpatients and non-clinical samples
(D’Zurilla et al, 1998). Additionally, ineffective problem orientation has been shown to
account for a significant amount of variance in the prediction of suicide risk after
controlling for gender (Londahl et al., 2005).
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Some research has demonstrated a relationship between ineffective problem
orientation and vulnerability to suicide in the elderly. Gibbs and colleagues (2009)
found that elderly depressed individuals tend to express greater ineffective problem
orientation relative to elderly non-depressed controls. They also reported that elderly
depressed individuals who had attempted suicide were more likely to endorse
ineffective problem orientation compared to non-suicidal elderly depressed individuals
and non-depressed counterparts (Gibbs et al., 2009).
Ineffective problem solving has been identified as one of the key processes
underpinning generalised anxiety disorder (Dugas et al., 2007). It significantly
contributes to the prediction of excessive worry - the key diagnostic and clinical feature
of generalised anxiety disorder - even after controlling for anxiety and depression
(Dugas et al., 1997; Robichaud, Dugas, & Conway, 2003). It has also been found to
significantly predict generalised anxiety disorder severity, even after controlling for
socio-demographic and clinical variables (Dugas et al, 2007). Generalised anxiety
disorder patients have been found to experience higher levels of ineffective problem
orientation relative to patients with other anxiety disorders and healthy controls (Davey,
Jubb, & Cameron, 1996; Ladouceur et al., 1999). However some research indicates an
equivalent correspondence between ineffective problem orientation and symptoms of
obsessive-compulsive disorder as well as generalised anxiety disorder (Fergus & Wu,
2010). This is thought to suggest that ineffective problem orientation may be a point of
convergence in these two conditions (Fergus & Wu, 2010).
Problem-solving therapy with effective problem orientation training has been
found to be superior to a variety of other psychotherapies and psychosocial treatments
for depression, anxiety and other psychological conditions (Arean et al., 1993; Lerner &
Clum, 1990; Malouff, Thorsteinsson, & Schutte, 2007; Perri et al., 2001). A recent
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meta-analysis of problem-solving therapy studies across divergent mental and physical
health problems found that problem-solving therapy with an effective problem
orientation training component produced positive outcomes that were significantly
better than outcomes achieved by problem-solving therapy without effective problem
orientation training (Malouff et al., 2007).
With regard to treatment for depression, problem-solving therapy with effective
problem orientation training has been shown to be equally effective as anti-depressant
medication and other psychotherapies in ameliorating symptoms, even longitudinally
(Mynors-Wallis, 2002; Nezu, 1986; Nezu & Perri, 1989). In a recent meta-analysis,
problem-solving therapy was found to be equally effective as other psychosocial
therapies and medication for depression, and significantly more effective than no
treatment and support/attention control groups (Bell & D'Zurilla, 2009b). Additionally,
component analyses revealed that problem-solving therapy with effective problem
orientation training is more effective in treating depression than problem-solving skills
training alone (Bell & D'Zurilla, 2009b).
Other dismantling research into depression treatment has shown that problemsolving therapy with effective problem orientation training leads to greater
improvements relative to problem-solving therapy without effective problem orientation
training both immediately post-treatment and at six-months follow-up (Nezu & Perri,
1989). Such findings suggest that effective problem orientation training has a clear
additive benefit to the efficacy of problem-solving therapy for depression, and it may be
an underlying mechanism of change in the treatment of depressive symptoms (Nezu &
Perri, 1989).
Internet-based online problem-solving therapy with effective problem orientation
training has also been demonstrated efficacious in treating depression. A randomised
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control trial comparing online problem-solving therapy with effective problem
orientation training and CBT with a waitlist control revealed that ineffective problem
orientation improved significantly in both experimental groups but not in the waitlist
group (Warmerdam, van Straten, Jongsma, Twisk, & Cuijpers, 2010). Furthermore, this
study also found that ineffective problem orientation partially mediated both treatment
modalities examined in the trial (Warmerdam et al., 2010).
Problem-solving therapy with effective problem orientation training has been
referred to as the “sine qua non of behavior change programs for youth” (Frauenknecht
& Black, 2004, p. 153). It has lead to significant reductions in psychological disturbance
in young people, such as lasting decreases in depression and related symptoms
including suicidal ideation, hopelessness and loneliness (Fitzpatrick, Witte, & Schmidt,
2005; Lerner & Clum, 1990). It has also been shown to be significantly more effective
than alternative treatments such as supportive therapy in relation to these symptoms
(Lerner & Clum, 1990).
Problem-solving therapy with effective problem orientation training has also been
successfully utilised in the treatment of generalised anxiety disorder. For instance, one
study reported significant reductions in worry and other symptoms of generalised
anxiety disorder as well as improved general functioning following effective problem
orientation training in a clinical sample, with gains maintained at 12-months follow-up
(Ladouceur, Leger, Dugas, & Freeston, 2004).
Links between ineffective problem orientation and personality disorder symptoms
have also been widely reported, including odd eccentric behaviours and borderline
personality disorder symptoms (Bray, Barrowclough, & Lobban, 2007; Herrick &
Elliot, 2001). Additionally, higher levels of ineffective problem orientation have been
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reported in individuals who engage in antisocial behaviour relative to age-matched
normative data (Nezu et al., 2005).
Intervention studies have shown positive outcomes for problem-solving therapy
with effective problem orientation training in individuals with personality disorder
symptoms, including improvements in coping and self-perceived competence
(McLeavey et al., 1994). Other intervention research shows that problem solving
therapy with effective problem orientation training for personality disorders results in
post-treatment improvements in both social problems solving and social functioning.
Furthermore, after controlling for pre-treatment social functioning scores, it was found
that change in ineffective problem orientation was the sole predictor of change in social
functioning (McMurran, Huband, & Duggan, 2008).
Some research has shown that ineffective problem orientation is the sole aspect of
social problem solving that predicts anxiety and depression in adult criminal offenders
(McMurran & Christopher, 2009). Several interventions involving effective problem
orientation training for criminal offenders have reported positive outcomes. For
instance, group problem-solving therapy with effective problem orientation training for
young offenders demonstrated significant reductions in psychological distress and
improvements in problem-solving and mental health both post-treatment and at threemonth follow-up (Biggam & Power, 2002). Additionally, effective problem orientation
training for adult offenders has been found to improve both problem orientation and
overall problem-solving longitudinally (McMurran, Egan, Blair, & Richardson, 2001;
McMurran, Egan, Richardson, & Ahmadi, 1999)
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8.3.2 The Role of Ineffective Problem Orientation in Other Psychological Disturbances
Ineffective problem orientation has been linked with a host of general markers of
psychological disturbance including anger, hostility and personal problems (D'Zurilla et
al., 2003; D'Zurilla & Nezu, 1990a). It is also associated with low levels of life
satisfaction and has been shown to significantly predict self-esteem (Ciarrochi & Scott,
2006; Hamarta, 2009). Some research shows that ineffective problem orientation
moderates and mediates the relationship between daily stress and adjustment in a nonclinical sample (Bell & D'Zurilla, 2009a).
Ineffective problem orientation has been consistently shown to predict stress, and
it is considered a major contributing factor to workplace ineffectiveness (Ciarrochi &
Godsell, 2006; Ciarrochi et al., 2003; D'Zurilla & Sheedy, 1991). It also correlates with
several objective indices of cognitive performance and affects both performance
motivation and performance outcomes (e.g. Ciarrochi & Godsell, 2006; D'Zurilla &
Sheedy, 1992; Shewchuk, Johnson, & Elliott, 2000). One study that investigated the
relationship between self-reported problem orientation and actual problem-solving
performance showed that ineffective problem orientation predicted poor problemsolving performance even after controlling for negative affectivity (Shewchuk et al.,
2000). Further, higher levels of ineffective problem orientation were associated with
steady increase in performance errors (Shewchuk et al., 2000).
Recent longitudinal research points to a link between ineffective problem
orientation and emotional wellbeing in adolescents. A recent three-wave longitudinal
survey examined the relationship between problem orientation and wellbeing in
adolescent school students during years 8, 9 and 10 of schooling. Over this time period
adolescents with high baseline levels of ineffective problem orientation were found to
experience increases in fear, sadness, and hostility, and decreases in joviality compared
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with adolescents low in ineffective problem orientation but with the same baseline
levels of affect (Ciarrochi, Leeson, & Heaven, 2009).
A wealth of empirical evidence links problem orientation with psychological
adjustment to health-related problems. Research on cancer patients shows that high
levels of effective problem orientation are related to feelings of optimism about one’s
future and positive mood in times of challenge, and to lower levels of anxiety and
depressive symptoms relative to ineffective problem orientation (Elliott, Sherwin,
Harkins, & Marmarosh, 1995; Nezu, Nezu, Friedman, Faddis, & Houts, 1998). In some
research involving individuals recently afflicted with spinal cord injury ineffective
problem orientation was found to significantly predict acceptance of disability, care
needs and actual physical health (Elliott, 1999).
Ineffective problem orientation has been found to significantly predict emotional
distress and depression in vision-impaired individuals and to predict self-reported poor
emotional adjustment to vision loss (Dreer, Elliott, Fletcher, & Swanson, 2005). Some
research has also found that ineffective problem orientation significantly mediates the
effects of stress on both pain intensity and frequency in cardiovascular patients (Nezu,
Nezu, & Jain, 2008).
A number of intervention studies point to the efficacy of problem-solving therapy
with effective problem orientation training for health problems. One intervention study
examined the efficacy of problem solving therapy with effective problem orientation
training for cancer patients. It found significantly greater improvements for the
treatment group versus waitlist controls on measures of psychological distress and
quality of life. Moreover, measured improvements in problem solving significantly
correlated with improvements in psychological distress, depressive symptoms, and
quality of life, and the effects of treatment were maintained at six and twelve months
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follow-up (Nezu, Nezu, McClure, Felgoise, & Houts, 2003). , Nezu, McClure, Felgoise,
& Houts (2003)
Problem-solving therapy with effective problem orientation training has been
shown to reduce psychological disturbance and increase wellbeing in individuals
experiencing back pain and problem drinking, as well as for home-based caregivers and
in parents of children with cancer (Chaney, O'Leary, & Marlatt, 1978; Coeling &
Biordi, 2000; Sahler et al., 2002; van den Hout, Vlaeyen, Heuts, Zijlema, & Wijnen,
2003). It has also been shown to affect significantly greater long-term weight loss in
obese patients relative to standard behavioural treatment alone (Perri et al., 2001).

8.4 Summary and Conclusions
A substantial body of research has demonstrated a robust and consistent
relationship between ineffective problem orientation and low levels of wellbeing across
a broad range of populations and contexts. It has been linked to many markers of
psychological disturbance such as stress, negative affect and everyday problems and
also to major clinical disorders including depression and anxiety. The cumulative body
of evidence to date indicates that ineffective problem orientation may play a key role in
the expression of psychological disturbance and wellbeing.
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CHAPTER NINE

A Review of Previous Research that has Concurrently Examined the
Key Dysfunctional Process Variables

The previous chapters have independently reviewed key dysfunctional process
variables that are widely supported by empirical research, and which are examined
concurrently in this thesis. This chapter reviews research to date that has examined
some of these variables together. The purpose of this review is to illuminate current
knowledge and gaps in understanding in this research area, and to provide background
to some hypotheses related to the key studies reported in the following chapters.
Relatively few studies have examined some of the dysfunctional process variables
in combination. Some existing outcome research has utilised two or more of the
measures to evaluate treatment efficacy (e.g. Eskin, Ertekin, & Demir, 2008; Vialle,
Heaven, & Ciarrochi, 2007). Several other studies have examined the extent to which
one dysfunctional process variable uniquely contributes to the prediction of another
(e.g. Ashby & Rice, 2002).
Although a number of concurrent studies of some key dysfunctional process
measures have examined the extent of correspondence and redundancy, it seems that
only two or three key measures at most have been evaluated together in any one study
(e.g. Ciarrochi et al, 2003; Ciarrochi & Scott, 2006). Moreover, few studies have
explored the extent to which the dysfunctional process variables uniquely contribute to
predicting emotional wellbeing.
A summary of findings from studies that have examined the degree of distinctness
and overlap in some key dysfunctional process variables and their incremental validity
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in predicting wellbeing follows. The focus is constrained to research that has utilised the
specific standard measures reviewed in preceding chapters, which are included in the
key investigations reported in this thesis. Also, research that has explored the
contribution of these measures to predicting aspects of emotional wellbeing examined in
the current studies will be highlighted. These include the Depression, Anxiety and
Stress Scales and the Positive and Negative Affect Schedule.
As might be expected, numerous studies have examined the relationship between
the Dysfunctional Attitude Scale subscales, with significant but modest positive
relationships between Dysfunctional Achievement Concerns and Dysfunctional
Interpersonal Concerns consistently reported (e.g. Blatt et al., 1995; Dunkley, Sanislow,
Grilo, & McGlashan, 2004). Some studies have found that Dysfunctional Achievement
Concerns is a more potent predictor of emotional wellbeing than Dysfunctional
Interpersonal Concerns (Blatt, 1995). When examined together Dysfunctional
Achievement Concerns and Dysfunctional Interpersonal Concerns have both been found
to significantly predict a predisposing vulnerability to depression (Zuroff, Blatt,
Sanislow, Bondi, & Pilkonis, 1999).
The relationship between the Toronto Alexithymia Scale subscales has also been
extensively researched, with moderate correspondence found between Difficulty
Identifying Emotions and Difficulty Describing Emotions (e.g. Ciarrochi & Scott, 2006;
Meganck et al., 2008). Some findings indicate that Difficulty Identifying Emotions
shares a more robust relationship than Difficulty Describing Emotions to aspects of
wellbeing (e.g. De Gucht & Heiser, 2003). Other research demonstrates that Difficulty
Identifying Emotions and Difficulty Describing Emotions differentially predict aspects
of emotional wellbeing (e.g. Ciarrochi et al, 2003). Both Difficulty Identifying
Emotions and Difficulty Describing Emotions have been shown to significantly predict
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symptom severity in some clinical conditions (De Berardis et al, 2007). When treated as
a singular variable Difficulty Identifying and Describing Emotions has predicted
multiple aspects of emotional wellbeing (Ciarrochi & Scott, 2006).
Previous research shows that the two key content-focused measures reviewed, the
Dysfunctional Attitude Scale and the Self-Esteem Scale, are modestly correlated. High
levels of dysfunctional attitudes consistently correlate with low levels of self-esteem
(e.g. Abela & Skitch, 2007; Roberts & Gamble, 2001; Roberts, Gotlib, & Kassel, 1996).
One study involving a student sample found that both the Dysfunctional Attitude Scale
and Self-Esteem Scale significantly predicted depression symptoms over an eight-week
period, and that poor self-esteem appeared to be a more proximal cause of depression
than dysfunctional attitudes (Roberts et al., 1996).
Another study examined the influence of dysfunctional attitudes and self-esteem
on children identified as being at risk of developing depression. It found that high
Dysfunctional Attitude Scale scores and low Self-Esteem Scale scores were associated
with elevated levels of depressive symptoms over one year during times when children
reported experiencing significant hassles (Abela & Skitch, 2007). This finding was
interpreted as indicating that both high levels of dysfunctional attitudes and poor selfesteem independently and significantly contribute to a cognitive vulnerability to
depression (Abela & Skitch, 2007).
Dysfunctional achievement concerns have been specifically linked to poor selfesteem in previous research. One study that examined the relationship between
perfectionism and self-esteem found a significant correlation between the Dysfunctional
Achievement Concerns scale and the Self-Esteem Scale. Moreover, it demonstrated that
Dysfunctional Achievement Concerns was a significant negative predictor of selfesteem (Ashbury & Rice, 2002).
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Several studies have examined context-focused dysfunctional process measures
together. The Ineffective Problem Orientation Scale and the Toronto Alexithymia Scale
have been concurrently studied as core measures of emotional competence, and their
utility in predicting emotional wellbeing has been examined. One cross-sectional study
involving a non-clinical sample found that Ineffective Problem Orientation and
Difficulty Identifying Emotions were significantly but modestly correlated and at the
same time showed significant incremental validity in predicting variance in emotional
wellbeing. This was over and above that accounted for by stressful events and other
social and emotional competence variables (Ciarrochi et al, 2003).
Both the Ineffective Problem Orientation and Difficulty Identifying Emotions
scales have been found to significantly and uniquely contribute to predicting anxiety
and stress in a non-clinical sample using the Depression, Anxiety and Stress Scales
(Ciarrochi et al, 2003). In the same study Ineffective Problem Orientation, but not
Difficulty Identifying Emotions significantly predicted depression (Ciarrochi et al,
2003). Also, Ineffective Problem Orientation but not Difficulty Identifying Emotions
had pervasive effects across various other measures of psychological health, a finding
that suggests that Ineffective Problem Orientation may be a more robust influence on
variations in emotional wellbeing in comparison to Difficulty Identifying Emotions
(Ciarrochi et al, 2003).
A longitudinal study involving a non-clinical sample examined the relationship
between the Ineffective Problem Orientation scale and the combined Difficulty
Identifying and Describing Emotions scale (Ciarrochi & Scott, 2006). These measures
were modestly correlated but independent and demonstrated moderate correlations with
all subscales on the Depression, Anxiety and Stress Scales and the Positive and
Negative Affect Schedule. Additionally, both Ineffective Problem Orientation and
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Difficulty Identifying and Describing Emotions each significantly predicted unique
variance in emotional wellbeing one year on, even after controlling for baseline
measures of emotional wellbeing. Specifically, Ineffective Problem Orientation
predicted increases in anxiety and stress and decreases in positive affect. Difficulty
Identifying and Describing Emotions predicted increases in anxiety and decreases in
positive affect (Ciarrochi & Scott, 2006).
The above findings indicate that ineffective problem orientation and difficulty
identify and describing emotions precede decreases in emotional wellbeing rather than
merely co-occur with it, and suggest that some aspects of emotional competence are
more unique predictors of one aspect of emotional wellbeing than another (Ciarrochi &
Scott, 2006). Additionally, the collective findings from the studies involving the
Toronto Alexithymia Scale and Ineffective Problem Orientation scales highlight the
value of tailoring the targets of intervention according to the specific types of emotional
disturbance that any given client reports experiencing (Ciarrochi & Scott, 2006;
Ciarrochi et al, 2003).
Some past research has explored the relationship between dysfunctional process
variables that reflect aspects of experiential avoidance with the Acceptance and Action
Questionnaire, which is thought to reflect the overarching experiential avoidance
construct (Hayes, Strosahl et al., 2004). For instance, several studies have examined the
relationship between the Acceptance and Action Questionnaire and the White Bear
Suppression Inventory, and have consistently reported these measures to be moderately
and positively correlated (e.g. Chapman et al., 2005; Hayes, Strosahl et al., 2004; Tull et
al., 2004). The Acceptance and Action Questionnaire has been found to measure
something in addition to thought suppression, with findings of a significant relationship
between the Acceptance and Action Questionnaire and a variety of measures of
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psychopathology beyond that accounted for by White Bear Suppression Inventory
(Hayes et al, 2004).
Some clinical research has demonstrated differences in the extent to which the
Acceptance and Action Questionnaire and White Bear Suppression Inventory predict
emotional wellbeing. One study found that the White Bear Suppression Inventory, but
not the Acceptance and Action Questionnaire significantly predicted self-harm in
borderline personality disorder patients. Another study involving post-traumatic stress
disorder patients found that the White Bear Suppression Inventory but not the
Acceptance and Action Questionnaire significantly predicted post-traumatic symptom
severity above and beyond other key variables (Chapman et al., 2005; Tull et al., 2004).
In the post-traumatic stress disorder study it was also reported that the Acceptance and
Action Questionnaire but not the White Bear Suppression Inventory significantly
predicted other forms of psychopathology in post-traumatic stress disorder patients,
after controlling for key variables (Tull et al, 2004). These findings suggest that the
tendency to suppress thoughts may be a specific factor which directly influences posttraumatic stress disorder symptoms and self-harm in specific clinical populations, whilst
the Acceptance and Action Questionnaire may be a more general measure of
psychological disturbance (Tull et al., 2004).
The Acceptance and Action Questionnaire and Toronto Alexithymia Scale have
been examined concurrently in previous research. In one study, an early version of the
Acceptance and Action Questionnaire was used in conjunction with the Toronto
Alexithymia Scale to examine motivation for alcohol consumption in young people
(Stewart et al., 2002). Results showed that experiential avoidance and alexithymia were
significantly and positively related to a moderate degree. Furthermore, both variables
significantly predicted different types of motivation for drinking (Stewart et al., 2002).
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Experiential avoidance predicted coping-related and enhancement-related motivations
for drinking after controlling for other variables, whilst alexithymia predicted
conformity-related motivations for drinking. Regression analyses further revealed that
experiential avoidance significantly mediated anxiety sensitivity and coping-related
drinking, whilst alexithymia only partially mediated this relationship. It was suggested
that this difference is because experiential avoidance is a broader construct that
incorporates aspects of alexithymia (Stewart et al., 2002). Other research that has
examined the Acceptance and Action Questionnaire and Toronto Alexithymia Scale
together found that experiential avoidance does not appear to mediate relations between
alexithymia and negative psychological outcomes (Berrocal, Pennato, & Bernini, 2009).
Some research has produced evidence that measures of experiential avoidance
predict clinical symptoms. One study concurrently examined the Acceptance and Action
Questionnaire, the White Bear Suppression Inventory and the Toronto Alexithymia
Scale and their respective influence on post-traumatic stress disorder avoidance
symptoms (Thompson & Waltz, 2010). Hierarchical regression analyses revealed that
the measures of experiential avoidance, thought suppression and alexithymia all
significantly contributed to predicting post-traumatic stress avoidance severity. Findings
also revealed that the specific measures of thought suppression and alexithymia were
stronger predictors than the more global measure of experiential avoidance (Thompson
& Waltz, 2010).
A number of studies from eating disorder research have examined measures of
self-esteem and alexithymia together, and evidence suggests that both variables
constitute distinctive risk factors for eating disorder (e.g. De Berardis et al., 2009). The
presence of a moderate positive relationship between the Self-Esteem Scale and the
Toronto Alexithymia Scale has been reported (Unal, 2004). Some clinical findings
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reveal that the Self-Esteem Scale, Difficulty Identifying Emotions and Difficulty
Describing Emotions scales in combination significantly predict Binge Eating Disorder
severity (Carano et al., 2006). Other research has found that together these measures
significantly predict the risk of developing an eating disorder (De Berardis et al, 2007).
High scores on the Toronto Alexithymia Scale have been associated with higher
potential risk for eating disorder and with and lower self-esteem, as compared to lower
scores on the Toronto Alexithymia Scale (De Berardis et al., 2009). Linear regression
analysis show that high scores on the Difficulty Identifying Emotions and Difficulty
Describing Emotions scales and low scores on the Self-Esteem Scale are all
significantly associated with elevated risk of eating disorders (De Berardis et al., 2009).
In a recent study, the Toronto Alexithymia Scale and the Self-Esteem Scale were
examined together to determine their degree of distinctiveness and overlap, and their
relationship to emotional wellbeing in an adolescent sample (Heaven, Ciarrochi, &
Hurrell, 2010). Factor analysis revealed that alexithymia was correlated with but distinct
from self-esteem and also from both positive and negative affect. Furthermore,
correlation analyses found that alexithymia was associated with both positive and
negative affect even after controlling for self-esteem (Heaven et al., 2010).
Several other studies have variously examined the relationship between some
other key dysfunctional process variables together, and the degree to which they
uniquely contribute to predicting wellbeing. One study examined the role of the SelfEsteem Scale and the Ineffective Problem Orientation scale in predicting aggression in
college students. Results showed that both measures significantly predicted future
aggression over a seven-week period (D'Zurilla et al., 2003). Other research combining
the Ineffective Problem Orientation scale and White Bear Suppression Inventory found
modest positive correlations between these variables, and evidence that they uniquely

116

and significantly contribute to predicting worry (Robichaud et al., 2003). One study that
examined the White Bear Suppression Inventory and Dysfunctional Attitude Scale in
combination found that thought suppression was more strongly related to risk of
depression than dysfunctional attitudes (Wenzlaff & Luxton, 2003).
A recent clinical study compared the efficacy of two online treatments for
depression, specifically an online CBT intervention and online Problem Solving
Therapy (Warmerdam et al., 2010). The Dysfunctional Attitude Scale and the
Ineffective Problem Orientation scale were utilized amongst other measures to evaluate
treatment outcome, and to examine potential mechanisms of change in the two
interventions. Results revealed that both treatments were more effective than a waitlist
condition in decreasing depressive symptoms, and moreover, that improvements in both
Dysfunctional Attitude Scale and Ineffective Problem Orientation scores were reported
following treatment in both the CBT and Problem Solving Therapy conditions.
Furthermore, mediational analyses indicated that dysfunctional attitudes and ineffective
problem orientation as well as some other common processes played a mediating role in
both online CBT and Problem Solving Therapy treatments. The researchers concluded
that regardless of the theoretical background of the online therapies for depression, the
psychological processes necessary for symptom reduction (including targeting
dysfunctional attitudes and ineffective problem orientation) seem to be comparable
(Warmerdam et al., 2010).
Some research has examined the Acceptance and Action Questionnaire, White
Bear Suppression Inventory, and the Dysfunctional Attitude Scale together in an
attempt to illuminate their interrelationship and relative contribution to predicting
emotional wellbeing in a non-clinical sample (Ciarrochi, Robb & Godsell, 2005). It
demonstrated that all measures positively correlated to a moderate degree, and that
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dysfunctional attitudes shared 37% of the variance with avoidance. Regression analyses
revealed that the White Bear Suppression Inventory, the Acceptance and Action
Questionnaire and Dysfunctional Achievement Concerns each contributed uniquely to
predicting negative affect. Furthermore, the Acceptance and Action Questionnaire and
Dysfunctional Achievement Concerns scale also accounted for a significant amount of
unique variance in positive affect although the White Bear Suppression Inventory did
not. Dysfunctional Interpersonal Concerns did not distinctively predict positive or
negative affect (Ciarrochi, Robb and Godsell, 2005). Together these findings were taken
as evidence that although the three measures do explain some unique variance, they also
overlap to a considerable extent.
A recent workplace study that examined emotional avoidance strategies and their
relationship with wellbeing over time reported modest positive correlations between the
Acceptance and Action Questionnaire, the White Bear Suppression Inventory and the
Difficulty Identifying Emotions scale. Higher scores on the White Bear Suppression
Inventory predicted higher self-reported depression relative to lower scores.
Additionally, the Difficulty Identifying Emotions scale but not the Acceptance and
Action Questionnaire significantly predicted general mental health over a one-year
period (Bayliss, Ciarrochi, & Deane, in press).

9.1

Summary and Conclusions

A relatively sparse amount of research exists on the inter-relationships between
dysfunctional process measures and their incremental validity in predicting emotional
wellbeing. Whilst many of the measures have been shown to correlate in previous
research, findings indicate that the overall strength of relationships between the
variables previously examined together tend to be small to moderate. Table 3 provides a
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summary of the key dysfunctional process measures that have demonstrated modest
relationships in previous research. In all cases the inter-related measures have correlated
in the expected direction, with scores that indicate higher levels of psychological
disturbance corresponding across the measures, and similarly scores that indicate higher
levels of emotional wellbeing corresponding across the measures.
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Table 3

Summary of Reported Interrelationships Between Key Dysfunctional Process
Measures in Previous Research

Key Dysfunctional Process Measures

DAS

DAS

SES

IPO

TAS

WBSI

AAQ

DAC/ DIC*

Yes

?

?

Yes

Yes

-

Yes

Yes

?

?

-

Yes

Yes

?

DIE/DDE**

Yes

Yes

-

Yes

SES
IPO
TAS
WBSI
AAQ

-

Note. ‘Yes’ denotes that empirical findings indicate a moderate degree of correlation between
the measures. ‘?’ denotes that it is unknown whether the measures are correlated. DAS =
Dysfunctional Attitude Scale; DAC = Dysfunctional Achievement Concerns subscale; DIC =
Dysfunctional Interpersonal Concerns subscale SES = Self-Esteem Scale; IPO = Ineffective
Problem Orientation scale; TAS = Toronto Alexithymia Scale; DIE = Difficult Identifying
Emotions subscale; DDE = Difficulty Describing Emotions subscale; WBSI = White Bear
Suppression Inventory – Thought Suppression Scale; AAQ = Acceptance and Action
Questionnaire
* Existing research indicates that these DAS subscales are correlated.
** Existing research indicates that these TAS subscales are correlated.

Concerning the question of whether the dysfunctional process measures uniquely
contribute to the prediction of emotional wellbeing, most research to date reveals that
when examined collectively the measures demonstrate incremental validity in predicting
key outcome variables. Some findings indicate that some measures such as the White
Bear Suppression Inventory and Toronto Alexithymia Scale influence very specific
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elements of emotional wellbeing, whereas other measures such as the Acceptance and
Action Questionnaire seem to more broadly predict various aspects of psychological
disturbance and wellbeing. Finally, the extant evidence suggests that the key
dysfunctional process measures differ in their capacity to uniquely predict different
aspects of emotional wellbeing. This suggests that the core processes that underpin
psychological disturbance and the key targets for effective treatment may vary for
individuals and across different groups.
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CHAPTER TEN

Exploring Relationships Between the Key Dysfunctional Process Variables

10.1 The Importance of Concurrent Exploration of Key Dysfunctional Process Variables
10.1.1 Prelude to the Present Investigation
The abundance of research surrounding the dysfunctional process variables
reviewed in preceding chapters indicates their general importance in CBT and
psychology more broadly. Of particular importance has been the development of
reliable and valid measures of dysfunctional processes, which are proving critical to
methodologically sound research into the question of ‘what works’ in CBT and
psychotherapy generally. Without good measures it is not possible to evaluate whether
change is occurring, and if so to what extent. Also, without good measures the likely
causes of therapeutic change cannot be examined (Hayes et al, 2006). Notwithstanding
the value of reliable dysfunctional process measures in CBT research, the current lack
of knowledge as to how the measures interrelate and whether they demonstrate
incremental validity in predicting emotional wellbeing marks a major gap in CBT and
psychotherapy research. This is despite that an understanding of the core mechanisms of
disturbance and wellbeing is crucial to many areas of psychology theory and research.
It has been asserted that a general lack of synthesis across the various fields of
empirical psychology has shaped current perceptions of the discipline as a mere
“…assortment of disparate and disconnected inquiries classed together because they all
make reference in some way or another to something or other called ‘mental
functioning’ ” (Geertz, 2000, p. 187). Similarly the lack of coherent understanding of
explicit relationships between dysfunctional process variables appears largely
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promulgated by the sheer number of cognitive measures amassed in over forty years of
CBT research. The vast quantity of hypothesized mediators, therapeutic components
and diagnostic distinctions to emerge within the CBT framework is said to have created
“a factorial research problem that is scientifically impossible to mount” (Hayes et al,
2006, p.2). In turn this is likely to have contributed to perpetuating the preponderance of
largely isolated and potentially redundant bodies of research surrounding the
dysfunctional process variables and their relationship to wellbeing (Kashdan & Steger,
2004).
Owing to the absence of research that has concurrently examined key
dysfunctional process variables, there is little knowledge as to whether their measures
are largely distinct or alternatively whether they may substantially overlap. It is widely
observed that redundancy runs through many psychological measures and moreover that
this redundancy should be evaluated and explained (Judge et al., 2002; Tellegen, 1993).
In the absence of integrated research that provides evidence to the contrary, it is
possible that substantial redundancy exists in the key dysfunctional process variables.
What has historically been presented as a large body of multiple and theoretically
distinct variables and interventions may in effect comprise of a few core aspects of
cognition, currently disguised amid parallel yet disparate research endeavours. The
uncertainty generated by lack of integration of research on individual difference
variables is aptly describe by Dawis (1992, p. 16) when he states that “One has to
wonder how much of the effort is overlapping and redundant. Only occasionally does
someone… attempt to assess the overlap among measures …psychologists may be
charting the same area but with instruments of different names”.
It has also been noted that redundancy is often the result of a general tendency for
scientific research to focus initially at the level of specific before the need to take a
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broader view becomes apparent (Judge et al., 2002). Reinecke & Clark (2004, p.9)
remark that, “Clinical scholars tend, as a group, to crawl along the frontiers of
knowledge on all fours, magnifying glass in hand. We rarely lift our heads to see the
wide vistas before us”. The current state of mediation research coupled with the
groundswell of calls to redress empirical gaps in this area suggests that the time for
surveying the wider ‘vistas’ in this domain may already be overdue (Jensen, Weersing,
Hoagwood, & Goldman, 2005; Longmore & Worrell, 2007).
Could it be that the key dysfunctional process variables are largely redundant, or
in the extreme, might they be characterised by a unitary underlying factor? Previous
research provides very little insight into these questions, and there is a lack of empirical
evidence as to how these measures relate to each other, and their incremental validity in
predicting emotional wellbeing. Notwithstanding the current dearth of research these
lines of inquiry reflect one the most critical research agendas in contemporary CBT, that
is, to illuminate the specific elements that directly account for the remarkable efficacy
of this therapeutic approach.

10.1.2 Bringing Together Key Dysfunctional Process Measures to Examine their
Potential Overlap and Unique Contributions to Predicting Wellbeing
The foundations for embarking on scientifically rigorous research on the
relationship between the dysfunctional process variables and emotional wellbeing are
already laid out in the independently robust bodies of CBT research detailed in
preceding chapters. One need only look to the already established and reliable
dysfunctional process measures to begin to investigate the degree of distinctiveness and
redundancy in dysfunctional process variables and the specific role of these aspects of
cognition in predicting disturbance and wellbeing.
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The studies reported and discussed in this and remaining chapters represent an attempt
to contribute to forming some synthesis in the measurement of some key dysfunctional
process variables. They draw on four decades of existing CBT research to inform this
endeavour. A two-part investigation entailing concurrent examination of several key
dysfunctional process measures will be reported. The first study involves an exploratory
factor analysis, which examined the degree of distinction and redundancy in the
dysfunctional process measures. The second study, guided by the findings from Study
One, involves confirmatory factor analysis of a model of relationships between the key
measures. Both studies also examine the incremental validity of the dysfunctional
process measures in predicting five aspects of emotional wellbeing, namely depression,
anxiety, stress, negative affect and positive affect.
The remainder of this chapter will report the aims, methods, findings and
implications of the exploratory factor analysis. Details of the confirmatory factor
analysis will be discussed in the following chapter.

10.1.3 Study One: An Exploratory Factor Analysis of the Key Dysfunctional
Process Measures
Study One brings together the key dysfunctional process measures reviewed in
preceding chapters, which have not previously been examined in concert. These include
the Dysfunctional Attitude Scale, the Difficulty Identifying Emotions and Difficulty
Describing Emotions scales, the Self-esteem Scale, the White Bear Suppression
Inventory, the Ineffective Problem Orientation scale and the Acceptance and Action
Questionnaire. The central aim of the study was to explore the potential uniqueness and
overlap of these measures via exploratory factor analysis.
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A modicum of previous findings indicates the extent to which some of the
dysfunctional process measures interrelate and singularly predict specific aspects of
emotional wellbeing. However, since the present study is the first of its kind to include a
substantial breath of dysfunctional process measures it was deemed purely exploratory
in nature. Hence no a priori hypotheses were made regarding likely results of the
exploratory factor analysis, although some speculations were made on the basis of
previous findings and theorized points of distinction and overlap.
Given the lack of previous research involving concurrent examination of the key
dysfunctional process measures it was speculated that the exploratory factor analysis
might expose substantial redundancy in the measures. This would be reflected by the
emergence of few factors, or in the extreme, a single factor. Another speculation was
that since the variables commonly hail from the CBT approach, a common element
might be captured by an overarching factor. Unique aspects of all or some of the
original variables might then be represented by a set of lower order factors. A third
possibility was that the measures might extrapolate as largely independent factors. This
was based on previous findings that some of the measures, when examined together,
independently predict emotional wellbeing (Ciarrochi & Scott, 2006; Thompson &
Waltz, 2010).
A specific speculation regarding the Acceptance and Action Questionnaire was
also made, that it may not correspond with the other dysfunctional process measures.
This was proposed because the Acceptance and Action Questionnaire is grounded in a
mindfulness-based CBT approach, as distinct from all other measures that align with
traditional CBT.
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10.2 Method
10.2.1 Participants
A total of 409 first year psychology students from the University of Wollongong
participated in the study. This included 327 female and 82 males aged between 17 and
50. The mean age of participants was 20.91 (SD = 5.65). Participants were volunteers
recruited via advertisement and sign-up sheet posted on a psychology department notice
board. They were awarded course credit for participation.

10.2.2 Materials
A computer-generated self-report survey was devised for the purposes of the
present study. It contained seven dysfunctional process measures in addition to
measures of five aspects of emotional wellbeing and comprised of 129 items in total.
Two demographic questions, namely participant age and gender, were also included.
Hereafter the survey will be referred to as the Dysfunctional Processes Survey. A brief
description of the scales included in the Dysfunctional Processes Survey and the
dysfunctional process variables they purportedly measure follows. Copies of the
dysfunctional process measures are provided in Appendices A to F.

10.2.3 Dysfunctional Process Measures
i) The Dysfunctional Attitude Scale
The Dysfunctional Attitude Scale is a 40-item instrument designed to identify
cognitive distortions purported to underlie depression (Weissman, 2000). It has also
been shown to relate to other negative indices of emotional wellbeing (e.g. Floyd et al.,
2004; Weissman & Beck, 1978). There are two parallel forms of the Dysfunctional
Attitude Scale. The Dysfunctional Attitude Scale Form-A is the most frequently utilised
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and hence has established more exhaustive psychometric data (Dozois et al, 2003). It is
widely recognized as high in both research and clinical utility (Dozois et al., 2003;
Nezu, Roana, Meadows, & McClure, 2000).
Dysfunctional Achievement Concerns and Dysfunctional Interpersonal Concerns
occupy separate subscales in the Dysfunctional Attitude Scale and both have
demonstrated adequate psychometric properties (Cane et al., 1986; Imber et al., 1990;
Thorpe, Parker, & Barnes, 1992). Examples of items that load onto the Dysfunctional
Achievement Concerns factor include “If I fail at my work, then I am a failure as a
person” and “If I am to be a worthwhile person, I must be the best in at least one way”.
The Dysfunctional Interpersonal Concerns factor is reflected in items such as “My value
as a person depends greatly on what others think of me” and “If you don’t have people
to lean on, you are going to be sad”.
The Dysfunctional Attitude Scale has shown very good internal consistency with
Cronbach’s alphas reported between .84 and .92. It has also demonstrated exceptionally
good test re-test reliability with correlations ranging from .80 to .84 over an eight-week
period (Corcoran & Fischer, 2000).
In the present study, the Dysfunctional Attitude Scale Form-A was administered.
Participants responded to items using a 7-point rating scale ranging from 1 (Totally
Agree) to 7 (Totally Disagree). Higher scores indicated a stronger propensity toward
dysfunctional attitudes relative to lower scores. In the present study the Dysfunctional
Attitude Scale demonstrated excellent internal consistency (α = .93).

ii) Poor Self-esteem
The Self-esteem Scale (Rosenberg, 1965) assesses global self-esteem or general
perception of self-worth. This instrument has been linked with measures of depression
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and anxiety and various other markers of emotional wellbeing (e.g. Ashby & Rice,
2002; Goldsmith, 1986; Rosenberg, 1965). The Self-esteem Scale consists of 10 selfreferent statements such as “I feel I am a person of worth, at least on equal basis with
others” and some reverse-scored items such as “All in all, I’m inclined to think I am a
failure”.
The practical advantages of the Self-esteem Scale have been widely lauded,
namely, that it requires only basic literacy skills, allows for speedy administration, and
possesses striking face-validity (e.g. Rosenberg, 1965; Wylie, 1989). The Self-esteem
Scale has consistently demonstrated acceptable to high reliability (Robins et al., 2001).
Test re-test stability has also been established (Fleming & Courtney, 1984; McCarthy &
Hoge, 1984). It has also demonstrated good to excellent levels of internal consistency
with Cronbach’s alphas ranging from .72 to .90 (Gray-Little, Williams, & Hancock,
1997; Robins et al., 2001).
In the present study participants responded to items using a 9-point rating scale
ranging from -4 (very strongly disagree) to 4 (very strongly agree), with low scores
indicating poorer self-esteem relative to high scores. For the present sample the Selfesteem Scale demonstrated excellent internal consistency (α = .88).

iii) Thought Suppression
The Thought Suppression scale of the White Bear Suppression Inventory
measures the tendency to try to avoid or suppress unwanted thoughts (Wegner &
Zanakos, 1994). It is a 7-item scale that consists of statements such as “There are things
that I try not to think about” and “I often do things to distract myself from my
thoughts”.
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Research indicates that the White Bear Suppression Inventory is a reliable and
valid measure (Luciano et al., 2006; Muris & Merckelbach, 1997; Muris et al., 1996;
Palm & Strong, 2006; Spinhoven & van der Does, 1999; Wegner & Zanakos, 1994). It
is also considered to be highly clinically informative (Luciano et al, 2006). It has
demonstrated good convergent and discriminant validity and acceptable levels of test retest reliability (Dugas et al., 1998; Sexton & Dugas, 2008). It has very good internal
consistency with Cronbach’s alpha’s ranging from .81 to .90 (Muris et al., 1996; Palm
& Strong, 2006; Wegner & Zanakos, 1994). Significantly higher suppression levels
have been reported by women relative to men using the White Bear Suppression
Inventory across a variety of samples (Wegner & Zanakos, 1994).
In the present study participants responded to items on the Thought Suppression
measure using a 5-point rating scale ranging from 1 (strongly disagree) to 5 (strongly
agree). Higher scores indicated a stronger tendency toward thought suppression relative
to lower scores. For the present sample the Thought Suppression scale demonstrated
good internal consistency (α = .80).

iv) Difficulty Identifying Emotions and Difficulty Describing Emotions
The Difficulty Identifying Emotions and Difficulty Describing Emotions scales
were used to measure two core facets of alexithymia in the present study. These
measures are part of the 20-item Toronto Alexithymia Scale which is currently the most
widely used and empirically validated instrument for assessing alexithymia (De Gucht
& Heiser, 2003; Taylor, 2000). They evaluate a propensity toward general lack of
emotional awareness.
These scales have been linked to a host of markers of emotional wellbeing and
emotional intelligence (Ciarrochi & Scott, 2006; Taylor, 2001). They strongly correlate
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with and predict similar aspects of emotional wellbeing (Bagby et al., 1994a; Ciarrochi
et al., 2003). Cronbach’s alpha coefficients for the two scales range from .75 to .85
indicating good internal consistency (Bagby et al., 1994a; Ciarrochi et al., 2003). They
have also demonstrated concurrent and discriminant validity and test re-test reliability
(Bagby et al., 1994a).
In the present study the Difficulty Identifying Emotions and Difficulty Describing
Emotions scales were treated independently and examined separately for their
relationships with other dysfunctional process measures. They have been found to
represent separate albeit related constructs in previous research across divergent cultures
and samples (Bagby et al., 1994b; Taylor et al., 2003).
The 7-item Difficulty Identifying Emotions scale evaluates the tendency to
experience difficulty recognising and distinguishing one’s emotions. It includes
statements such as “I am often confused about what emotion I’m feeling” and “I don’t
know what’s going on inside me”. The 5-item Difficulty Describing Emotions scale
evaluates the tendency to experience difficulty labelling and articulating one’s emotions
(Bagby et al., 1994b). It includes statements such as “It is hard for me to find the right
words to describe how I am feeling” and one reverse-scored item, “I am able to describe
my feelings easily”.
Research has shown that the Toronto Alexithymia Scale provides stable
measurement in clinical and non-clinical samples alike (De Gucht et al., 2004). Both the
Difficulty Identifying Emotions and Difficulty Describing Emotions scales have
consistently demonstrated good reliability and factorial validity in many different
languages and cultures (Meganck et al., 2008; Taylor et al., 2003). They have also
demonstrated good internal consistency with Cronbach’s alphas tending to range from
.75 to .85 overall and separately (Bagby et al., 1994a; Ciarrochi et al., 2003). Good test
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re-test reliability for these measures has also been established, with highly significant
correlation reported over a three week period (Bagby et al., 1994b).
In the present study participants responded to items on the Difficulty Indentifying
Emotions and Difficulty Describing Emotions scales using a 5-point rating scale with
scores ranging from 1 (strongly agree) to 5 (strongly disagree). Higher scores denoted
greater difficulty identifying and describing emotions relative to lower scores. In the
present study the Difficulty Identifying Emotions scale demonstrated good internal
consistency (α = .85) whilst for the Difficulty Describing Emotions scale internal
consistency was adequate (α = .75).

v) Experiential Avoidance
The 9-item version of the Acceptance and Action Questionnaire (Hayes et al,
2004) was used in the present study to evaluate the general tendency to engage in
experiential avoidance. The cognitive aspect of experiential avoidance is reflected on
this measure in items such as “If I could magically remove all the painful experiences
I’ve had in my life, I would do so”, whilst the behavioural component is reflected in
items such as “When I feel depressed or anxious, I am unable to take care of my
responsibilities”. The Acceptance and Action Questionnaire also includes reversescored items such as “I am able to take action on a problem even if I am uncertain of
what is the right thing to do”.
The 9-item Acceptance and Action Questionnaire appears to measure a general
factor and is considered especially suited to non-clinical samples given its brevity
(Hayes, Strosahl et al., 2004). It has demonstrated substantial incremental and criterion
related validity, test re-test reliability and adequate internal consistency (Hayes et al
2004). In the principal validation study the internal consistency of the 9-item
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Acceptance and Action Questionnaire was found to be .70, which is considered
adequate for a scale in development especially for scales with less than 10 items
(Nunnally, 1978). Given that the Acceptance and Action Questionnaire is a relatively
young instrument, it is continuing to be revised with a view to optimising reliability and
validity. Nonetheless, evidence to date suggests promise in this regard.
In the present study participants responded to items on the 9-item Acceptance and
Action Questionnaire using a 7-point rating scale ranging from 1 (never true) to 7
(always true). Higher scores reflected a stronger tendency toward experiential
avoidance and immobility relative to low scores that indicated greater psychological
acceptance and effective action. For the present sample an acceptable level of internal
consistency was obtained for the Acceptance and Action Questionnaire (α = .64).

vi) Ineffective Problem Orientation
Ineffective problem orientation was evaluated using the Ineffective Problem
Orientation scale from the Social Problem Solving Inventory-A (Frauenknecht & Black,
1995). This 9-item scale evaluates motivational aspects of problem solving, in particular
a tendency to perceive problems as threatening and to try to avoid thoughts, feelings and
behaviours that arise in their presence. It consists of three 3-item subscales that evaluate
cognitive, emotional and behavioural aspects of problem avoidance tendencies. The
Cognition subscale includes statements such as “When I can’t solve a problem quickly
and easily, I think I am stupid”. Sample items from the Emotion and Behaviour
subscales include “Complex problems make me very angry or upset” and “I avoid
dealing with problems in my life” respectively.
The Ineffective Problem Orientation scale demonstrates incremental validity and
good test re-test reliability (Frauenknecht & Black, 1995). It has also consistently
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shown robust internal consistency with Cronbach’s alpha coefficients for both the total
scale and the subscales ranging from .70 to .90 (Frauenknecht & Black, 1995; Ciarrochi
et al, 2003; Ciarrochi & Scott, 2006).
In the present study participants responded to Ineffective Problem Orientation
items using a 5-point rating scale ranging from 0 (not true of me at all) to 4 (extremely
true of me. Higher scores indicated a propensity towards ineffective problem orientation
and avoidance of problem solving as compared to lower scores which reflected more
effective problem orientation. The Ineffective Problem Orientation scale demonstrated
good internal consistency in the present sample (α = .83).

10.2.4 Emotional Wellbeing Measures
The Depression, Anxiety and Stress Scales (Lovibond & Lovibond, 1995b) and
the Positive and Negative Affect Schedule (Watson, Clark, & Tellegen, 1988) were
included in the Dysfunctional Processes Survey to evaluate aspects of emotional
wellbeing. Both are considered reliable and valid self-report measures and both have
been explicitly developed for use with general, non-clinical samples. The Depression,
Anxiety and Stress Scales and the Positive and Negative Affect Schedule have
previously been used together to evaluate the efficacy of CBT interventions, and in
research on longitudinal predictors of emotional wellbeing (e.g. Ciarrochi & Scott,
2006; Green, Oades, & Grant, 2005). An explication of these wellbeing measures
follows and copies of the scale items are provided in Appendices G and H
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i) The Depression, Anxiety and Stress Scales – Short Form
(Lovibond & Lovibond, 1995b).
As its name suggests the Depression, Anxiety and Stress Scales comprises of three
scales designed to assess negative aspects of emotional wellbeing (Lovibond &
Lovibond, 1995a). The 21-item short version of this measure was used in the present
study. This instrument has been widely utilised and it has a number of appealing
pragmatic features including brevity, easy administration and interpretability, and
simplicity of structure (Lovibond & Lovibond, 1995a; Ng et al., 2007).
The 21-item Depression, Anxiety and Stress Scales is based on the empirically
supported tripartite model of the relationship between anxiety and depression, which
emphasises common and unique features of these forms of psychological disturbance
(Clark &Watson, 1991; Mineka, Watson, & Clark, 1998). It includes three 7-item
subscales. The Depression scale evaluates dysphoria, poor self-esteem, and lack of
incentive. An item example is “I felt downhearted and blue”. The Anxiety scale
includes items that tap into acute fear responses as well as somatic and subjective
symptoms of anxiety, for instance “I felt I was close to panic” and “I experienced
trembling (e.g. in the hands)”. The Stress scale encompasses the non-discriminating
aspects of anxiety and depression such as difficulty relaxing, nervous tension and
irritability. It contains items such as “I found it hard to wind down” (Lovibond &
Lovibond, 1995a).
The three-factor structure of the Depression, Anxiety and Stress Scales has been
widely empirically supported and psychometric properties have been established using
both clinical and non-clinical samples (Antony, Bieling, Cox, Enns, & Swinson, 1998;
Clara, Cox, & Enns, 2001; Lovibond & Lovibond, 1995a; Ng et al., 2007). Normative
data has also been reported for the 21-item Depression, Anxiety and Stress Scales
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(Antony et al., 1998; Clara et al., 2001; Henry & Crawford, 2005; Ng et al., 2007). The
scales have been shown to index a substantial common factor of general psychological
distress, but at the same time to represent legitimate constructs in their own right (e.g.
Henry & Crawford, 2005). Adequate to excellent construct validity of the 21-item
Depression, Anxiety and Stress Scales has been reported and temporal stability has also
been established (Antony et al., 1998; Clara et al., 2001; Henry & Crawford, 2005; Ng
et al., 2007). It has also demonstrated good convergent and discriminant validity when
compared with other validated measures of depression and anxiety (Henry & Crawford,
2005).
The 21-item Depression, Anxiety and Stress Scales have been shown to reflect
clinical status and changes across treatment in clinical populations (Ng et al, 2007).
They also distinguish well between features of depression, physical arousal, and
psychological tension and agitation (Ng et al, 2007). They appear to provide a better
separation of the features of anxiety and depression relative to other existing measures,
with depressed individuals tending to score highest on the Depression scale whilst
anxious patients tend to score highest on the Anxiety scale relative to their scores on
other scales and compared to other clinical and non-clinical groups (Ng et al, 2007).
Additionally, non-clinical groups have been found to score lower on all three subscales
of the 21-item Depression, Anxiety and Stress Scales compared to clinical samples
(Antony et al 1998).
The three scales have demonstrated high internal consistency, with Cronbach's
Cronbach’s alphas ranging between .82 and .94 (Antony et al., 1998; Henry &
Crawford, 2005). In the present study participants were asked to report on the extent to
which each statement applied to them in the preceding month using a 4-point rating
scale ranging from 0 (did not apply to me at all) to 3 (applied to me very much). For the
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present sample all three scales on the 21-item Depression, Anxiety and Stress Scales
demonstrated excellent internal consistency with Cronbach’s alpha coefficients for the
Depression scale calculated at α = .88, for the Anxiety scale at α = .82, and for the
Stress scale at α = .87.

ii) The Positive and Negative Affect Schedule (Watson et al., 1988).
The 20-item Positive and Negative Affect Schedule is another widely utilised
self-report measure of emotional wellbeing (Watson et al., 1988). It is based on a
categorical conceptualisation of discrete emotions into two higher-order dimensions
based on their overlapping properties (Watson et al, 1988). Research indicates that
individuals appear to experience a mixture of positive and negative emotions during a
specific period of time (Watson & Clark, 1997). Accordingly, the PANAS consists of
two purportedly independent but related scales that are designed to provide global
measures of positive and negative affect (Watson et al, 1988). The Positive Affect scale
comprises of a list of 10 words that describe positive emotions such as “Excited”,
“Active”, and “Enthusiastic”. The Negative Affect scale consists of 10 words that
describe negative emotions such as “Distressed”, “Afraid”, and “Hostile”.
High scores on the Positive Affect scale are purported to reflect the presence of
positive energy, full concentration, and pleasurable engagement whilst low scores are
said to reflect sadness and lethargy (Watson et al., 1988). Conversely, high scores on
the Negative Affect scale are thought to reflect the presence of subjective distress and
unpleasant engagement whilst low scores are purportedly indicative of calmness and
serenity (Watson et al., 1988).
The PANAS can be used to evaluate affective states, moods and traits depending
on the time frame provided by the instructions (Watson & Clark, 1997). When
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instructions specify for participants to record the extent to which they experienced each
emotion over a set time frame (e.g. today, over past week or month), responses tend to
reflect affective state, that is, relatively short-term fluctuations in mood (Watson &
Clark, 1994). Alternatively, when instructions ask about the extent to which an
individual generally tends to experience each emotion, responses are indicative of trait
affect, that is, long term individual differences in affectivity (Watson & Clark, 1994).”
The 20-item Positive and Negative Affect Schedule has demonstrated robust
psychometric properties in non-clinical and clinical samples (Crawford & Henry, 2004;
Watson et al., 1988). It shows excellent convergent and discriminant validity comparing
favourably with other brief as well as lengthier affect measures (Crawford & Henry,
2004; Watson et al., 1988). It is widely considered a simple and economical measure
and accordingly has been utilised in diverse contexts and for diverse populations
(Crawford & Henry 2004).
The Negative Affect scale has been shown to correlate with other measures of
general distress and dysfunction, depressive symptomology, and response to stressful
and aversive events (Watson et al., 1988). Positive Affect negatively correlates with the
same measures (Watson et al., 1988). There is also evidence that the scales index two
distinct, but moderately negatively correlated factors (Watson, Wiese, Vaidya, &
Tellegen, 1999). They also show good test-retest reliability in clinical and non-clinical
samples (Crawford & Henry, 2004; Watson et al., 1988).
The Positive and Negative Affect Schedule discriminates between clinical and
non-clinical groups with patient groups scoring significantly higher on negative affect
and significant lower on positive affect relative to normative groups (Watson et al.,
1988). The two scales have consistently demonstrated high levels of internal
consistency with Cronbach’s alphas for Positive Affect ranging from .86 to .91, and for
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Negative Affect from .84 to .89 in the validation studies and in independent research
(Jolly, Dyck, Kramer, & Wherry, 1994; Mehrabian, 1998; Roesch, 1998; Watson et al.,
1988).
In the present study participants responded to items on the 20-item Positive and
Negative Affect Schedule using a 5-point rating scale ranging from 1 (very slightly or
not at all) to 5 (extremely) indicating the extent to which they experienced each emotion
in the preceding month. Internal consistency for the present sample was excellent, with
a Cronbach’s alpha coefficient of .91 obtained for the Positive Affect scale and .89 for
the Negative Affect scale.

10.2.5 Procedure
Participants were provided with written information about the purpose and nature
of the study. Following this, they were asked to give written consent to participate. They
were informed in writing that they would be asked about their thoughts and feelings and
about aspects of their personality and behaviour. Additionally, participants were advised
prior to consenting that their participation was voluntary, that all data collected would
remain anonymous, and that they had the right to refuse to participate and to withdraw
from the study at any time without penalty.
Participants completed the Dysfunctional Processes Survey using computers set
up in a psychology test laboratory. Between 1 and 5 participants simultaneously
completed the survey at any given time. They were provided standardised written and
verbal instructions on how to navigate through the computer-generated survey using a
computer mouse or cursor in conjunction with the ‘enter’ key on a computer keyboard.
Written instructions were provided for each scale in the survey explaining how to
respond to items using numerical rating scales specific to each questionnaire.
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Participants were required to press number keys on the keyboard ranging from 0 to 7
that corresponded with the rating they endorsed for any given item. The computer
program operated such that when a participant manually encoded their response to an
item, the next item was automatically generated. This procedure prohibited response
omissions. Completed surveys were stored anonymously on computer and retrieved by
the researcher for the data analysis.

10.4 Results
10.4.1 Data Screening & Preparation Procedures
Data was screened prior to analysis for overtly inconsistent or dubious response
patterns without any omissions made on this basis. Moreover, since survey items were
generated when participants encoded responses to preceding items, no data set was
excluded from the sample on account of excessive response omissions. A total of 409
completed cases comprised the present sample.
Several data preparation procedures were undertaken prior to data analysis to
facilitate extraction of accurate and interpretable findings. Firstly, responses to all
negatively formulated items were reversed in order to yield a consistent response
direction within each scale. Secondly, scores on the Dysfunctional Attitude Scale were
reversed so as to standardize the direction of results for all dysfunctional process
variables. This resulted in high scores on the dysfunctional process measures uniformly
indicating a greater propensity to engage in cognitive activity typically associated with
lower levels of emotional wellbeing relative to lower scores.
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10.4.2 Determining the Suitability of the Data for Exploratory Factor Analysis
The primary goal of exploratory factor analysis in the present investigation was to
establish a coherent representation of the latent constructs accounting for the
relationship among the dysfunctional process variables measured using the student
sample. In turn, it was anticipated that this procedure would facilitate a parsimonious
conceptual understanding of the dysfunctional process variables (Fabrigar, Wegener,
MacCallum, & Strahan, 1999). The decision to use exploratory factor analysis was
based on the fact that the present investigation was not being driven by any a priori
theoretical specifications about expected numbers of common factors or patterns of
factor loadings of measured variables, but instead it was purely exploratory. In such
instances it is agreed that exploratory factor analysis is the most appropriate statistical
method to apply (Fabrigar et al., 1999; Hurley et al., 1997).
To directly ascertain whether the student data set met necessary prerequisites for
determining suitability for exploratory factor analysis, several important considerations
were examined. Specifically, the questions of whether the data comprised of an
appropriate number of variables and sample size was examined, as these issues are
generally considered critical to maintaining the fidelity of an emergent factor solution
(Conway & Huffcutt, 2003; Fabrigar et al., 1999).
General guidelines for establishing adequate variable number and sample size are
somewhat arbitrary (Fabrigar et al, 1999). However, for the present data, the rule-ofthumb that suggests inclusion of least three to five times the number of variables
relative to the number of expected common factors was followed, with the number of
common factors expected to be equal to or less than the number of scales included in the
experimental survey (Fabrigar et al., 1999; Velicer & Fava, 1998). Given that sample
size exceeded 400, it was presumed that the data set was sufficiently sizeable for the
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purposes of exploratory factor analysis, based on multiple recommendations of
proposed participant-to-variable ratios, and also on varying recommendations as to what
constitutes a good to very good sample size, ranging from one hundred to three hundred
participants (Bryant, Yarnold, & Grimm, 1995; Comrey & Lee, 1992; Fabrigar et al.,
1999; Gorsuch, 1983; Norusis, 2005).
Initial tests of sampling adequacy and sphericity were conducted to substantiate
the propriety of conducting exploratory factor analysis on the present data set. All
present and subsequent statistical analyses of the data were conducted using the
Statistical Package for Social Sciences, Version 13.0 (SPSS Inc, 2004). The KasierMeyer-Olkin measure of sampling adequacy (KMO) provided an index for comparing
magnitudes of observed and partial correlation coefficients (Norusis, 2005). The KMO
measure was calculated at 0.92, indicating that the data set was suitable for exploratory
factor analysis and predicting that that data would be likely to factor well. KMOs in
excess of 0.90 are considered an excellent result (Kaiser, 1974).
Bartlett’s Test of Sphericity (Bartlett, 1950) was also conducted to determine
whether the data matrix contained meaningful information, given the relation between
the number of observations and the number of variables. A highly statistically
significant result was obtained (χ² = 17017.46, p < .000) indicating that off-diagonal
correlations were not zero, and affirming the suitability of the data for exploratory factor
analysis on this basis (Tinsley & Tinsley, 1987). Summarily, all preliminary data
checks, including tests for number of variables, sample size, sampling adequacy and
sphericity, uniformly pointed to the same conclusion, that the data matrix met the
necessary requirements to render it appropriate for exploratory factor analysis.
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10.4.3 Parallel Analysis
The question of how many factors to retain is generally considered one of the most
critical methodological decisions in exploratory factor analysis research. This is largely
due to the need to balance parsimony with adequate representation of underlying
correlations (Hayton, Allen, & Scarpello, 2004). To this end, parallel analysis was used
in the present study to determine the appropriate number of factors to retain, in
conjunction with other criteria outlined further in this section.
Parallel analysis is considered one of if not the most accurate factor retention
methods available (e.g. Hayton et al., 2004; Velicer, Eaton, Cheryl, & Fava, 2000;
Zwick & Velicer, 1986). Although other methods are more frequently employed, they
are less methodologically sound and produce significantly less accurate factor solutions
compared to parallel analysis (Hayton et al, 2004). For instance, Kaiser’s mineigen
greater than 1 criterion (Kaiser, 1960) has been demonstrated as less accurate than
parallel analysis and tends to overestimate the number of factors to retain owing to
sampling error (e.g. Glorfeld, 1995; Horn, 1965; Linn, 1968; Silverstein, 1987).
Cattell’s (1966) scree test factor retention method has been criticised as being
ambiguous and has also been shown to overrate factor preservation (Crawford &
Koopman, 1979; Zwick & Velicer, 1986). Several studies have also demonstrated
superior accuracy of parallel analysis over the scree test, maximum likelihood tests,
Bartlett’s test, and Velicer’s minimum average partial method (Bartlett, 1950;
Humphreys & Montanelli, 1975; Velicer, 1976; Zwick & Velicer, 1986).
Parallel analysis eliminates both problems of sampling error and ambiguity in its
methodology, and Glorfeld concluded in a comprehensive review of factor retention
methods that there is little reason to choose any method other than parallel analysis
(Glorfeld, 1995). In Zwick and Velicer’s (1986) comparison of five factor retention
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methods, parallel analysis was deemed correct most frequently of all methods tested,
specifically in 92% of instances studied. They also found a slight tendency for parallel
analysis to overfactor by one (Zwick & Velicer, 1986). To control for this tendency, it is
recommended that the 95th percentile of the eigenvalues generated from the random data
set be used in preference to the mean (Hayton et al, 2004; Glorfeld, 1995). This
recommendation was followed in the present analysis.
Parallel analysis entails determining a factor solution by comparing eigenvalues
obtained from the experimental data set with ones obtained from a randomly generated
data set of equal size, and thereafter retaining eigenvalues greater than corresponding
values (Zwick & Velicer, 1986). Once random data is generated it is subject to principal
component analysis to extract the eigenvalues. This is primarily employed for the
purpose of data reduction (Hayton et al, 2004). Principal components analysis
transforms the original variables into a smaller set of linear combinations, and uses all
the variance in the measured variables in this process (Pallant, 2001). It is considered
both psychometrically sound and relatively mathematically simple (Stevens, 1996).
In the present study the Monte Carlo Principal Component Analysis for Parallel
Analysis software program was utilised (Watkins, 2000). It generated a random data file
of the same size as the data set being analysed, namely with 87 variables and 409 cases.
Following this, 100 principal component analyses were replicated on the random data
file, yielding average eigenvalues that served as criterion values with which the actual
eigenvalues obtained using the data set were compared. Whilst no standard number for
replications is generally prescribed for parallel analysis, 50 repetitions are frequently
carried out in studies employing parallel analysis (Hayton et al, 2004). In general, the
greater the number of repetitions, the more accurate the final results of the analysis. One
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hundred principal component analysis replications were undertaken in the present study
to ensure the emergence of a reliable solution (Hayton et al, 2004).
The relevant results for the parallel analysis are shown in Table 4. Note that in the
table the actual eigenvalues from the principal component analysis are adjacent to the
corresponding criterion values obtained from the parallel analysis for the first 10
components. The last column in Table 4 reports the factor retention decision, based on
the difference between the actual eigenvalues and criterion values. The decision rule
that eigenvalues exceeding the corresponding values from the random data be retained
prompted acceptance of the first eight components and rejection of all subsequent ones,
indicating the emergence of an eight factor solution for the student data. This result was
used to guide the subsequent factor analysis.
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Table 4
Comparison of Eigenvalues from Principal Components Analysis and the Corresponding
Criterion Values Obtained from Parallel Analysis

Component

Actual Eigenvalues

Criterion Values from

Number

from PCA

Parallel Analysis

Retention Decision

1

20.52

2.07

Accept

2

4.37

1.98

Accept

3

2.92

1.93

Accept

4

2.75

1.88

Accept

5

2.27

1.84

Accept

6

2.05

1.80

Accept

7

1.93

1.76

Accept

8

1.93

1.72

Accept

9

1.64

1.69

Reject

10

1.59

1.66

Reject

Note. PCA = Principal Components Analysis
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Several exploratory factor analysis reviews have pointed to the importance of
employing a combination of different techniques for determining the most appropriate
number of factors to retain (Conway & Huffcutt, 2003; Ford, MacCallum, & Tait,
1986). Accordingly, the results of the parallel analysis were carefully evaluated in
conjunction with other relevant findings that will be detailed shortly, to determine the
number of factors retained in the final solution.

10.4.4 Extracting the Factors
A common factor model was employed in conjunction with oblique rotation with
reference to multiple number-of-factors criteria to determine the preferred factor
solution for the student data. This was in keeping with recommendations for high
quality exploratory factor analysis decision-making (Conway & Huffcutt, 2003;
Fabrigar et al., 1999; Ford et al., 1986). Principal axis factoring was used since it is
considered the optimal choice in research where the primary purpose is to understand
the latent variables that account for the relationships among measured variables
(Fabrigar et al, 1999; Conway and Huffcutt, 2003).
The advantage of principal axis factoring over components models such as
principal component analysis is that it differentiates between variance in measures due
to common factors and variance due to unique factors. Principal component analysis
does not distinguish between common and unique variance (Conway and Huffcutt,
2003). The two techniques are similar in that they both seek to explain the maximum
the amount of variability in the patterns of correlations in the original data via a
minimum number of linear combinations of variables. However, ultimately the
difference in their treatment of variance has significant implications for their use in
exploratory factor analysis research (Pallant, 2001).
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Principal component analysis is a viable method only when the goal is simply to
reduce the number of variables by creating linear combinations that preserve the
maximum amount of variance in the original measures. Principal axis factoring,
however, provides additional information in the solution, facilitating both parsimony
and interpretation of constructs (Fabrigar et al, 1999; Conway and Huffcutt, 2003).
In the present analysis, both principal axis factoring and principal component
analysis were applied to the student data initially, and the results were compared. This
was done to improve the fidelity of the investigation, since it made it possible to check
for consistency in findings across the methods, and to rule out artifice in results due to
choice of procedure. As is often the case for the two approaches, no differences between
the principal axis factoring and principal component analysis emerged in the resulting
factor structure (Pallant, 2001). Guided by the assertion that principal axis factoring
represents a “high-quality decision” in exploratory factor analysis the principal axis
factoring results were used to interpret the underlying structure of the variables
measured for the student sample (Conway and Huffcutt, 2003; p.151).
A forced eight-factor solution using principal axis factoring was stipulated based
on the findings of the parallel analysis that indicated an eight-factor structure. Several
pertinent aspects of the analysis also influenced the final number-of-factors decision.
Visual inspection of the scree plot revealed the presence of at least two distinct factors.
The Kaiser criterion indicated 20 factors with eigenvalues over 1. Whilst these findings
are by no means prescriptive and only provide a very broad indication of the range
within in which the true number of factors for the solution might lie, they are reported
since it is generally agreed that high-quality exploratory factor analysis looks to a
composite of techniques to pinpoint the number of factors to retain (Ford et al, 1986;
Conway and Huffcutt, 2003; Fabrigar et al, 1999). Meaningfulness and interpretability
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in influencing the final solution is paramount to optimal decision-making in exploratory
factor analysis (Conway and Huffcutt, 2003). Consequently these considerations were
given precedence in determining the factor solution for the present study.
Table 5 contains the communality estimates obtained for the forced eight-factor
solution. These figures indicate the proportion of common variance in the correlation
matrix (Tinsley & Tinsley, 1987). Note that variable names comprise of acronyms of
the original scale from which they were extracted and corresponding item numbers.
Appendix I includes a list of the expanded names of the dysfunctional process measures
and the corresponding abbreviations used to represent them in Table 5 and ensuing
tables and figures.
There was substantial variation in the proportion of variance explained by the
factors ranging from .05 for ‘das18r’ to .71 for ‘ses3r’. However, items from some
scales were consistently better predicted than others. Specifically, communality
estimates for the Self-esteem Scale variables fell between .44 and .71 except for ses4,
which was .32, and five out of seven variables from the White Bear Suppression
Inventory were above .40. Similarly, for the Ineffective Problem Orientation scale,
seven out of nine variables obtained estimates in excess of .40. Of the 87 variables in
total, 70% had correlations in excess of .30. This indicated that most items were
adequately or well explained by other factors in the analysis.
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Table 5
Communality Estimates Obtained for the Forced Eight-Factor Solution Using the
Principal Axis Factor Extraction Method
Variable

Extraction

Variable

Extraction

Variable

Extraction

die1

.47

ipo7

.52

das6

.14

dde2

.43

ipo8

.55

das7r

.53

die3

.29

ipo9

.45

das8r

.40

dde4r

.38

ses1r

.51

das9r

.66

die6

.39

ses9r

.45

das10r

.62

die7

.51

ses8

.49

das11r

.47

die9

.55

ses6r

.55

das12

.43

dde11

.42

ses2

.44

das13r

.44

dde12

.35

ses7r

.70

das14r

.48

die13

.61

ses3r

.71

das15r

.50

die14

.43

ses4

.32

das16r

.39

dde17

.39

ses10

.47

das17

.20

ipo1

.43

ses5

.56

das18r

.05

ipo2

.27

das1r

.38

das19r

.58

ipo3r

.25

das2

.32

das20r

.42

ipo4

.41

das3r

.40

das21r

.54

ipo5

.50

das4r

.52

das22r

.47

ipo6

.55

das5r

.36

das23r

.45
(table continues)
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Table 5 (continued)
Communality Estimates Obtained for the Forced Eight-Factor Solution Using the
Principal Axis Factor Extraction Method
Variable

Extraction

Variable

Extraction

Variable

Extraction

das24

.29

das38

.23

wbsi6

.59

das25r

.13

das39r

.34

wbsi7

.52

das26r

.41

das32

.25

aaq1r

.17

das27r

.18

das33r

.47

aaq2

.23

das28r

.37

das34r

.26

aaq3

.19

das29

.10

das40

.22

aaq4r

.16

das30

.13

wbsi1

.19

aaq5r

.29

das31r

.33

wbsi2

.28

aaq6r

.13

das35r

.53

wbsi3

.49

aaq7

.45

das36r

.33

wbsi4

.42

aaq8

.17

das37r

.45

wbsi5

.52

aaq9

.22

Note. aaq = Acceptance & Action Questionnaire; dde = Difficulty Describing Emotions; Scale; die =
Difficulty Identifying Emotions Scale; das = Dysfunctional Attitude Scale; IPO = Ineffective Problem
Orientation Scale; ses = Self-Esteem Scale; wbsi = White Bear Suppression Inventory – Thought
Suppression Scale. r indicates reversed item.
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Six items from the Dysfunctional Attitude Scale had extractions of less than .20.
However, these low scores were offset by many other items from that scale producing
high communalities. Twenty-one items had values in excess of .40. Five variables from
the Acceptance and Action Questionnaire obtained estimates of less than .20, a notably
scant result given that this accounted for more than half the total number of items for
the scale. Furthermore, all bar one item from the Acceptance and Action Questionnaire
had estimates lower than .30, giving an overall mean estimate for the scale of .22. This
indicated that the Acceptance and Action Questionnaire was not well predicted by the
exploratory factor analysis.
Table 6 contains the eigenvalues obtained for each factor using principal axis
factoring. The eigenvalues represent the variance in all the measured variables
explained by any given factor. The proportions of total response variance attributable to
each factor as well as the cumulative proportions of variance are also detailed in Table
6.
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Table 6
Eigenvalues, Proportions of Total Variance and Proportions of Cumulative Variance
Obtained for the Forced Eight-Factor Solution Using Principal Axis Factor Extraction
Method

Factor

Eigenvalues

Total Variance (%)

Cumulative Variance (%)

1

20.52

23.58

23.58

2

4.37

5.02

28.60

3

2.92

3.36

31.96

4

2.75

3.16

35.12

5

2.27

2.61

37.74

6

2.05

2.36

40.09

7

1.93

2.22

42.31

8

1.93

2.21

44.52

Note that the factors are arranged in descending order of variance explained, with
the bulk of variance explained by Factor 1. Also, all variables and factors are expressed
in standardized form, with a mean of zero and a standard deviation of one for simplicity
(Norusis, 2005).
The extracted sums of squared loadings results reflect the total variance explained
and revealed that the eight factors extracted in the preferred solution collectively
accounted for an estimated 39.21% of the total variance in participant responses.
Moreover, in excess of half this total proportion of cumulative variance (22.95%)
explained by the eight factors was attributable to Factor 1.
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The unrotated factor solution represented in Table 7 provided explicit detail about
the variable loadings, particularly for the first factor. All measured variables uniformly
positively correlated with the first factor. Moreover, 73 of 87 variables (84%) had
loadings between .30 and .70 for the initial factor, a range generally considered to
represent reasonable to excellent correspondence with the latent constructs (Comrey &
Lee, 1992).
These findings suggested the presence of a common element in the cognitive
measures, which was labelled Negative Avoidant Dysfunctional Processes. All items
with loadings above .30 on Factor 2 cross-loaded onto Factor 1. Unlike for Factor 1 a
uniform theme was not readily apparent for the second factor. The principal items for
Factor 2 primarily reflect one of two main themes, namely Difficulty Identifying
Emotions and Thought Avoidance. Similarly for Factor 3, items with loadings above .30
also cross-loaded onto Factor 1. A singular theme was evident for Factor 3, namely
Poor Self-esteem.
Since the unrotated factor solution was somewhat difficult to interpret given the
tendency toward heavy loadings on the first factor and indistinctness of the second
factor, an oblique rotated solution was also examined by employing the direct oblimin
method of rotation. This was done in an effort to improve the interpretability of the
factor structure for the student data and also so as to explicate the unique correlation of
variables with the factors.
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Table 7
Factor Matrix Representing the Unrotated Factor Loadings for the Forced EightFactor Solution Using Principal Axis Factor Extraction Method
Item

F1

F2

F3

F4

F5

F6

Das9r
das10r
das15r
ses7r
das14r
sesi3r
sesi5
das19r
das35r
das11r
das4r
das7r
das26r
ipo1
das21r
aaq7
das13r
ipo6
das1r
das3r
sei10
die13
sesi8
das23r
das37r
das16r
das22r
das12
die14
ipo5
das31r
sesi2
sesi4
ipo8
ipo4
aaq5r
dde11
das20r
ipo9
die9
ipo2
die6
die7

.69
.69
.67
.67
.66
.66
.65
.64
.63
.63
.61
.61
.61
.61
.59
.59
.58
.58
.58
.58
.57
.57
.57
.57
.56
.55
.55
.54
.54
.54
.54
.53
.53
.53
.51
.51
.51
.50
.50
.49
.49
.49
.49

-.24
-.24
-.09
-.05
-.16
-.07
.11
-.15
-.26
-.21
-.20
-.17
-.15
-.08
-.13
.16
-.23
.15
-.13
-.08
.19
.43
-.15
-.21
-.19
-.19
-.19
-.29
.30
.17
.08
-.13
.11
.23
.15
.14
.28
-.16
.13
.44
.04
.32
.35

-.21
-.17
.05
.47
-.03
.46
.19
-.25
-.12
-.13
-.11
-.28
-.03
.02
-.32
.13
-.07
.08
-.13
-.11
.17
-.03
.34
-.23
-.08
-.07
-.30
.08
.05
.04
-.08
.31
.11
.00
.03
-.06
-.06
-.31
-.03
-.04
.10
-.01
-.07

-.19
-.16
-.13
.03
-.11
-.04
.06
.21
.16
-.07
-.23
.14
-.09
.08
-.14
.10
-.07
.11
-.07
-.14
.10
-.14
-.06
.13
.25
.16
-.22
-.09
.01
.17
-.16
-.08
.05
-.01
.15
-.04
-.19
-.04
-.16
-.13
-.01
-.04
-.10

.14
.09
.00
-.02
.02
.04
.16
-.16
-.07
.02
.14
-.02
-.05
-.01
.17
.06
.02
-.19
.01
.10
.12
-.19
.05
.08
-.07
-.04
.03
-.06
-.13
-.20
.03
.13
.02
-.26
-.13
-.05
-.10
.12
-.16
-.17
-.03
-.10
-.09

-.07
-.13
-.02
-.11
-.01
-.09
-.21
.02
.07
.01
-.11
-.07
.00
-.11
-.10
-.15
-.04
-.14
.00
-.14
-.20
-.05
-.02
.00
.13
.04
-.04
.11
-.06
-.12
-.01
.07
-.05
.26
-.14
.02
.18
-.15
.12
-.06
.03
-.09
-.21

F7

F8

-.11
.11
-.06
.07
.02
.12
.04
.12
-.04
-.06
.05
.22
-.13
.03
.11
-.03
.12
-.06
-.12
.01
.06
.04
.13
-.09
-.04
.02
-.15
.09
-.01
.10
-.07
.12
-.01
-.18
-.33
-.13
.01
.10
-.02
.01
-.08
.04
.19
-.08
.02
-.12
-.05
.01
.09
-.07
.05
.07
-.04
.00
.10
-.10
.12
-.04
-.29
-.13
-.03
.06
-.11
-.07
-.02
.05
-.29
.01
-.15
-.19
.07
-.05
.07
.06
-.02
.08
-.32
-.11
.23
-.06
-.13
-.02
.14
-.08
.24
-.16
(table continues)
155

Table 7 (continued)
Factor Matrix Representing the Unrotated Factor Loadings for the Forced EightFactor Solution Using Principal Axis Factor Extraction Method
Item

F1

F2

F3

F4

F5

F6

F7

F8

wbsi4
das5r
ipo7
sesi1r
wbsi5
wbsi7
das8r
das33r
sesi9r
das36r
dde2
die1
aaq9
dde4r
aaq3
das24
das28r
das17
das38
ipo3r
das2
das32
das34r
das6
aaq8
die3
dde12
das25r
wbsi2
aaq6r
aaq1r
wbsi3
aaq2
wbsi1
das30
sesi6r
das40
wbsi6
das39r
aaq4r
das18r
dde17
das27r
das29

.49
.48
.48
.48
.45
.45
.45
.45
.44
.44
.44
.44
.44
.41
.39
.37
.36
.36
.36
.35
.34
.34
.33
.32
.31
.31
.30
.29
.29
.26
.23
.31
.27
.11
.20
.51
.18
.41
.29
.24
.06
.30
.21
.06

.29
-.23
.15
-.19
.37
.32
-.27
-.14
-.21
-.31
.35
.42
.03
.22
.11
-.29
.03
-.24
-.09
-.05
-.22
-.11
-.08
-.11
.07
.27
.19
-.04
.25
-.07
-.07
.40
.28
.23
-.22
-.08
-.09
.36
-.16
.07
.07
.09
.11
-.06

.00
.04
.03
.41
-.06
-.11
-.08
-.25
.40
-.07
-.07
-.09
.04
.06
-.01
.13
-.09
.04
-.04
.24
.03
-.09
-.13
.03
.07
-.10
-.08
-.06
-.03
.03
.18
-.02
-.10
.12
.04
.52
.05
-.08
-.08
-.01
-.13
.04
-.01
.15

.08
-.05
.01
-.14
.11
.09
-.33
.41
-.08
.02
-.22
-.07
.09
-.24
.05
.12
.36
.05
.23
.14
.20
.20
.32
-.14
.03
-.17
-.28
-.02
.11
.06
.03
.23
.13
.17
.18
.04
.24
.21
-.15
.08
.02
-.30
.22
.15

.29
.10
-.33
.16
.31
.35
.09
-.11
.13
.04
-.14
-.19
.06
-.10
.01
-.11
-.23
.00
.03
-.15
-.16
-.08
-.06
-.02
.05
.00
-.12
.10
.13
-.13
-.12
.40
.09
.21
.04
-.04
-.14
.44
-.02
-.04
.03
-.05
-.05
.11

.08
.11
.15
.04
.20
.16
-.03
.02
.06
.15
.07
-.03
.08
.13
-.16
.03
-.01
.07
-.07
.08
.15
.00
.08
.00
-.03
-.22
.25
.06
.26
.08
.10
.11
-.14
.09
.01
.02
.23
.22
.39
-.26
.15
.30
-.11
-.04

.06
-.04
-.37
.13
.13
.16
-.06
.07
.15
-.03
.11
.20
-.09
.06
-.04
.14
.05
.09
.06
.04
.25
.12
-.04
.08
-.16
.09
.03
-.09
-.20
.16
.01
-.05
-.07
-.09
.07
.07
.08
.01
-.09
.04
.00
.06
.02
.01

-.03
-.22
-.04
-.08
-.09
-.14
.03
-.06
-.05
-.13
.17
-.06
.05
.25
-.03
.03
.20
-.01
.19
-.10
-.07
.22
.14
-.05
.20
-.16
.23
-.10
.01
-.06
-.23
-.09
.13
.12
.01
-.02
.21
-.05
-.21
-.13
.00
.33
.23
.19
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Oblique rotation was chosen in preference to an orthogonal alternative, since it is
known to allow for, but not require, the factors to be correlated (Conway and Huffcutt,
2003). In contrast, orthogonal rotation requires the presumption of independence
between the latent constructs (Pallant, 2001). Since correlated factors are likely in most
exploratory factor analyses, oblique rotation tends to produce a more realistic and
simply structured solution (Conway and Huffcutt, 2003). Moreover, they provide a
more accurate and realistic representation of how constructs are likely to be related to
one another (Fabrigar et al, 1999). Furthermore there was substantial theoretical impetus
for anticipating a relationship between the measures evaluated in the present study,
given their common grounding in CBT theory and research.
The forced eight-factor extraction using principal axis factoring with direct
oblimin rotation produced a clearer factor structure, despite the eighth factor being
uninterpretable. It was retained on this basis and also with due consideration of the same
outcome having been obtained for the parallel analysis. An alternative, orthogonal
rotation, namely Varimax, was also performed on the forced eight-factor solution to
examine the potential of better fit when an assumption that the resulting factors were
not interrelated was held. However, no advantage in simplicity of structure or
interpretability was obtained as a consequence of this transformation.
Rotated factor loadings for the forced eight-factor solution are presented in Table
8. The factor loadings represent a measure of the unique relationship between the
factors and variables (Tabachnick & Fidell, 2007). The pattern matrix has been reported
in preference to the structure matrix since it contains coefficients which represent
unique contributions without common contribution, and also because it generally proves
more useful with regard to interpreting rotated factors (Tabachnick & Fidell, 2007).
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The first column of Table 8 contains the relevant item stems for the loadings from
the pattern matrix. Subsequent columns contain the coefficients used to express
standardised variables in terms of the factors, each coefficient indicating the amount of
weight assigned to each factor (Norusis, 2005). Note that the eighth factor is not
ascribed a label since it was rendered uninterpretable.
Interpretation of the pattern matrix for the present study was based on general
rules-of-thumb recommended by Comrey and Lee (1992) with regard to evaluating
strength of factor loadings. Specifically, only variables above .32 were considered
relevant in the interpretation. Loadings above .71 were considered excellent. Those
ranging from .64 to .71 were deemed very good whilst loadings between .56 and .63
were regarded as good. Factor loadings that fell between .46 and .55 were considered
fair.
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Table 8
Pattern Matrix Representing the Rotated Factor Loadings for the Forced Eight-Factor Solution
Item
Factor 1 – Dysfunctional achievement concerns (F1)
If I do not do as well as other people, it means I am a weak person.
If I fail at my work, then I am a failure as a person.
If I am to be a worthwhile person, I must be the best in at least one way.
People who have good ideas are better than those who do not.
If I do not do well all the time, people will not respect me.
If I don’t set the highest standards for myself, I am likely to end up a secondrate person.
If a person asks for help, it’s a sign of weakness.
If you cannot do something well, there is little point in doing it at all.
People will probably think less of me if I make a mistake.
I should be upset if I make a mistake.
If I fail partly, it is as bad as being a complete failure.
It is difficult to be happy unless one is good looking, intelligent, rich and
creative.
If someone disagrees with me, it probably indicates they do not like me.
I cannot be happy unless most people I know respect me.
If I ask a question, it makes me look stupid.
If other people know what you are really like, they will think less of you.
I cannot trust other people because they may be cruel to me.
It is best to give up your own interests in order to please other people.
When I can’t solve a problem quickly and easily, I think that I am stupid.

Factor Loadings
F1

F2

F3

F4

F5

F6

F7

F8

.75
.70
.69
.64
.62
.62

-.04
.04
.07
.07
.12
.05

.04
.08
-.10
-.08
.16
-.13

.01
.05
.05
.03
-.01
.11

.02
-.02
.10
-.04
.01
.04

.09
.03
.05
.07
.07
-.04

-.08
-.07
.04
-.06
.08
.02

.06
.06
.07
-.08
.02
.09

.60
.51
.51
.47
.44
.44

-.04
-.03
.14
-.05
.08
.07

.14
.06
.08
-.05
.19
.05

-.12
.11
-.02
.27
.06
.16

-.09
.02
.04
.13
.03
.01

.12
.04
.01
-.08
.03
.11

-.01
-.19
-.05
-.10
-.15
-.06

-.06
-.04
.06
-.01
-.07
.03

.44
.42
.38
.38

.08
.19
.06
.12

.16
-.06
.15
.25

.09
.37
.11
.09

.01
.08
-.04
.00

-.10
-.14
.09
.17

-.12
.00
-.17
-.09

-.15
-.08
-.02
.08

.33
.33
.32

.17
-.13
.00

.05
.13
.13

-.04
.18
.12

.09
.07
.02

.16
-.04
-.02

-.11
-.09
-.28

.04
-.22
.18

(table continues)
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Table 8 (continued)
Pattern Matrix Representing the Rotated Factor Loadings for the Forced Eight-Factor Solution
Item

Factor Loadings
F1

F2

F3

F4

F5

F6

F7

F8

Factor 1 – Dysfunctional achievement concerns (continued)
Taking even a small risk is foolish because the loss is likely to be a disaster.
To be a good, moral, worthwhile person, I must help everyone who needs it.
It is possible to gain another person’s respect without being especially talented
at anything.

.30
.21
.21

-.06
-.04
.11

.25
.03
.17

.04
-.02
.03

.12
.16
-.05

-.08
-.04
.06

-.11
-.11
.02

-.24
-.10
-.08

Factor 2 - Difficulty identifying emotions (F2)
I am often puzzled by sensations in my body.
I have feelings that I can’t quite identify.
I don’t know what’s going on inside me.
I am often confused about what emotion I am feeling.
When I am upset, I don’t know if I am sad, frightened, or angry.
I have physical sensations that even doctors don’t understand.
I often don’t know why I am angry.
It is difficult for me to find the right words for my feelings.
I’m not afraid of my feelings.
I rarely worry about getting my anxieties, worries and feelings under control.
When I feel depressed or anxious, I am unable to take care of my
responsibilities.

.07
-.05
-.02
-.07
.01
.16
-.03
.06
.14
.07
.14

.66
.65
.64
.60
.49
.46
.45
.40
.28
.26
.19

.03
.03
.05
-.05
.07
-.02
.12
-.04
.05
.04
.05

-.01
.03
.03
.08
.04
-.17
.11
.01
.09
.03
.02

.09
.10
.09
.10
.12
.06
.10
.05
.12
-.01
.08

-.03
.16
.17
.14
.05
-.06
.08
.38
.08
-.22
-.09

.01
-.05
-.12
-.07
-.09
-.01
-.14
-.07
-.11
-.07
-.15

.01
.00
-.02
-.02
.02
.00
.05
.07
-.04
.08
.11

(table continues)

160

Table 8 (continued)
Pattern Matrix Representing the Rotated Factor Loadings for the Forced Eight-Factor Solution
Item
Factor 3 – Poor Self-esteem (F3)
I am able to do things as well as most other people.
I feel that I am a person of worth, at least on an equal basis with others.
On the whole, I am satisfied with myself.
I take a positive attitude toward myself.
I feel that I have a number of good qualities.
All in all, I am inclined to feel that I am a failure.
I feel I do not have much to be proud of.
Making mistakes is fine because I can learn from them.
When faced with a hard problem, I believe that if I try, I will be able to solve it
on my own.
At times I think I am no good at all.
I am able to take action on a problem even if I am uncertain what the right
thing to do is.
I wish I could have more respect for myself.
Factor 4 – Dysfunctional Interpersonal Concerns (F4)
What other people think about me is very important.
If you don’t have other people to lean on, you are going to be sad.
My value as person depends greatly on what others think of me.
Happiness is more a matter of my attitude towards myself than the way other
people feel about me.
My happiness depends more on other people than it does on me.
If others dislike you, you cannot be happy.
I can find happiness without being loved by another person.

Factor Loadings
F1

F2

F3

F4

F5

F6

F7

F8

-.12
.14
.12
.05
.09
.14
.19
.28
-.15

.07
.02
.08
.12
.00
.07
-.09
.04
.08

.66
.66
.64
.63
.63
.55
.48
.32
.31

.09
-.06
.05
.09
.02
-.01
-.09
.19
.22

.02
.10
.01
.00
.08
.05
.14
-.05
.00

.04
.05
.16
.07
.05
-.03
.03
.06
-.03

-.14
.09
-.09
-.16
.09
-.12
-.18
-.04
-.19

.05
-.06
.29
.23
-.05
-.04
-.03
-.20
-.08

.23
-.10

.12
.06

.31
.25

-.07
.08

.21
-.01

-.09
-.07

-.23
-.17

.26
-.22

.10

.15

.20

.06

.14

.04

-.17

.13

.14
-.04
.30
-.02

.06
.10
.18
.09

-.15
-.11
-.08
.18

.55
.51
.50
.48

.10
-.03
.03
-.02

-.20
.03
-.05
-.01

-.12
-.17
-.11
.06

-.04
.19
-.08
-.17

.16
.31
-.13

.03
.07
-.11

.09
.10
.05

.46
.44
.42

.12
.05
.02

-.06
-.05
.19

-.10
-.06
-.04

-.13
-.13
.04

(table continues)
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Table 8 (continued)
Pattern Matrix Representing the Rotated Factor Loadings for the Forced Eight-Factor Principal Axis Factoring Solution
Item
Factor 4 – Dysfunctional Interpersonal Concerns (continued)
Being alone leads to unhappiness.
I can be happy even if I miss out on many of the good things in life.
I am nothing if a person I love doesn’t love me.
My own opinions of myself are more important than other’s opinions of me.
I do not need the approval of other people in order to be happy.
It is possible for a person to be reprimanded and not get upset.
When I evaluate something negatively, I usually recognise that this is just a
reaction, not an objective fact.
One can get pleasure from an activity regardless of the end result.
Factor 5 - Thought Avoidance (F5)
I have thoughts that I try to avoid.
There are things that I try not to think about.
I often do things to distract myself from my thoughts.
Sometimes I stay busy just to keep thoughts from intruding on my mind.
Sometimes I really wish I could stop thinking.
I always try to put problems out of my mind.
There are things I prefer not to think about.
If I could magically remove all the painful experiences I’ve had in my life, I
would do so.
People should have a chance to succeed before doing anything.

Factor Loadings
F1

F2

F3

F4

F5

F6

F7

F8

.08
.14
.28
.11
.17
.10
-.02

-.09
.03
.00
-.01
.00
-.09
.14

-.11
-.02
.09
.28
.04
.14
.12

.41
.41
.37
.34
.31
.25
.24

.10
-.01
.05
-.11
.07
.03
-.02

.00
.07
.01
.00
-.02
-.09
.03

-.15
.04
-.08
.00
.02
.06
.01

.10
.16
.02
-.02
.21
.01
-.12

.19

-.03

.20

.22

.01

.01

.03

-.08

.01
-.07
-.01
.06
.08
-.05
-.14
.12

.04
.05
.22
.23
.17
-.10
-.10
-.03

.00
.01
.05
.03
.11
-.06
.07
.11

.01
-.07
.03
.02
-.01
-.01
-.03
.10

.78
.71
.65
.65
.53
.41
.37
.19

-.01
-.10
.05
-.01
.02
.11
.04
.06

.05
-.02
.10
.15
.03
-.25
-.06
-.18

-.01
.05
-.08
-.11
.04
-.04
.17
.05

.02

-.01

-.13

.06

.14

.08

.00

-.08

(table continues)
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Table 8 (continued)
Pattern Matrix Representing the Rotated Factor Loadings for the Forced Eight-Factor Principal Axis Factoring Solution
Item
Factor Loadings
Factor 6 – Difficulty Describing Emotions (F6)
It is difficult for me to reveal my innermost feelings, even to close friends.
People tell me to describe my feelings more.
I am able to describe my feelings easily.
I find it hard to describe how I feel about people.
Factor 7 – Avoidant Problem Orientation (F7)
I put off solving a problem for as long as I can.
I often become sad and do not feel like doing anything when I have a problem
to solve.
I avoid dealing with problems in my life.
Complex problems make me very angry or upset.
I put off solving problems until it is too late to do anything about them.
I feel afraid when I have an important problem to solve.
I often doubt that there is a good way to solve the problems that I have.
Factor 8 (F8)
If a person avoids problems, the problems tend to go away.
It’s awful to be put down by people who are important to you.
When I compare myself to other people, it seems that most of them are
handling their lives better than I do.
I certainly feel useless at times.
I often catch myself daydreaming about things I’ve done and what I would do
differently next time.
Anxiety is bad.
I can reach important goals without pushing myself.

F1

F2

F3

F4

F5

F6

F7

F8

.11
.10
.07
.08

.02
.15
.22
.32

.10
-.05
.11
.02

.01
-.01
-.02
.03

.01
.02
.01
.13

.58
.50
.45
.34

.03
-.06
-.07
-.12

.02
-.03
.10
-.06

-.02
.07

.02
.13

-.03
.08

.05
.00

-.07
.00

.15
-.13

-.70
-.63

-.06
.08

-.04
.02
.17
.04
.13

.05
.15
.06
.23
.04

-.04
.02
-.01
.06
.18

.07
.07
-.12
.07
.02

.07
.03
.01
.07
.09

.26
-.15
.13
-.19
.05

-.60
-.60
-.54
-.42
-.28

-.09
.08
-.13
.03
.02

.17
-.02
.13

-.15
.08
.16

.05
-.04
.21

.04
.23
.04

.11
.04
.17

.15
.02
.00

-.17
-.05
-.20

-.43
.30
.28

.12
.08

.18
.14

.26
-.13

-.04
.01

.22
.22

-.09
-.02

-.19
-.11

.26
.26

.13
-.02

-.06
-.13

.08
.16

-.01
.10

.07
.07

.11
.01

-.18
.07

.23
.23

Note. Loadings in boldface denote item inclusions for the model devised using a .35 cut off criterion for factor loadings. Loadings in boldface and underlined
denote item inclusions for the model devised using a .60 cut off criterion for factor loadings.
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The rotated solution represented in Table 8 revealed the presence of relatively
simple structure in that many of the variables loaded strongly on only one component
and had low loadings on other components (Thurstone, 1947).

There were three

exceptions to this trend. One Difficulty Describing Emotions item - “It is difficult for
me to find the right words to describe my feelings”- cross-loaded on Factor 2 (.40) and
Factor 6 (.38). Similarly, two items from the Dysfunctional Attitude Scale cross-loaded
onto two factors. The item “I cannot be happy unless most people I know admire me”
cross-loaded on Factor 1 (.42) and Factor 4 (.37). The item “If others dislike you, you
cannot be happy” also cross-loaded onto Factor 1 (.31) and Factor 4 (.44).
A clear impression of factor themes was surmised by examining the nature of item
cluster in the pattern matrix, and explicit content of items with the highest loadings for
each factor, hereafter termed marker items. A description of the seven factors that
emerged in the preferred solution, and explication of their possible underlying
constructs follows.
Factor 1 was defined by variables from the Dysfunctional Attitude Scale, with
item content pertaining to the tendency to hold to dysfunctional beliefs about the
importance of success and personal achievement, and the significance of perceived
personal weakness. Marker items for this factor were predominantly negatively worded
and indicated a tendency toward destructive perfectionism (e.g. “If I fail at my work
then I am a failure as a person”). This first factor was labelled ‘Dysfunctional
Achievement Concerns’. It accounted for more than half the total variance in process
variables examined in the experimental survey.
Factor 2 principally comprised of items from the Difficulty Identifying Emotions
scale. Item content generally reflected the tendency to experience problems and
confusion around recognising different emotional states. Hence it was labelled
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‘Difficulty Identifying Emotions’. The third emergent factor primarily constituted of
items from the Self-esteem Scale with themes concerning evaluation of global selfworth, sense of personal efficacy and belief about the capacity to act effectively. This
factor was labelled ‘Poor Self-esteem’. All marker items for this variable were
positively worded and focused on affirmative self-appraisals, such that high levels of
self-esteem were reflected by endorsements of assertions of positive self-worth (e.g. “I
feel that I am a person of worth, at least on an equal basis with others”).
Factor 4 was labelled ‘Dysfunctional Interpersonal Concerns’, as it mainly
consisted of items from the Dysfunctional Attitude Scale that focus on the tendency to
attribute unreasonable importance to being approved of, admired and loved by others.
Factor 5, labelled ‘Thought Avoidance’, primarily comprised of items from the Thought
Suppression scale that denote a propensity to avoid or try to suppress undesirable or
intrusive thoughts.
The sixth factor, labelled ‘Difficulty Describing Emotions’, reflected the tendency
to experience problems articulating one’s feelings to others. It was represented by items
from the Difficulty Describing Emotions scale. One item from the Difficulty Describing
Emotions scale that cross-loaded onto both Difficulty Identifying Emotions and
Difficulty Describing Emotions was delegated to the latter factor, because it fit better
thematically with that item cluster. This also increased the robustness of Difficulty
Describing Emotions which had only four items in total. The seventh factor was
labelled ‘Avoidant Problem Orientation’. It comprised primarily of items from the
Ineffective Problem Orientation scale containing themes around aversive reactions to
problem-solving challenges and efforts to avoid dealing with them.
The pattern matrix indicates that the seven emergent factors in the exploratory
factor analysis largely clustered in line with the various dysfunctional process measures
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that made up the survey. The noteworthy exception to an otherwise relatively clear-cut
clustering of scales was the Acceptance and Action Questionnaire. Items from this
measure failed to cluster in any meaningful fashion on any of the factors, and one-third
of the items fell onto the eighth factor, which was deemed uninterpretable. Moreover,
the factor loadings for Acceptance and Action Questionnaire were low, uniformly
falling below .30.
The factor correlation matrix obtained for the principal axis factoring forced eightfactor solution is shown in Table 9. It reveals modest correlations between factors
except for Difficulty Describing Emotions, which had notably lower correlations with
other factors relative to counterpart variables. In particular, Avoidant Problem
Orientation and Dysfunctional Achievement Concerns consistently correlated
moderately with the other dysfunctional process measures bar Difficulty Describing
Emotions. The notably low correlations between Factor 8 and preceding factors
indicates a lack of agreement with the latent structure of other variables examined in the
exploratory factor analysis.
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Table 9
Factor Correlation Matrix Obtained for the Forced Eight-Factor Solution Using Principal
Axis Factor Extraction Method with Direct Oblimin Rotation

Dysfunctional Process Variable

DAC

DIE

PSE

DIC

TA

DDE

APO

F8

Dysfunctional achievement concerns

-

.30

.34

.34

.27

.12

.36

.05

-

.17

.14

.28

.12

.36

.05

-

.28

.14

.06

.29

.01

-

.21

.05

.29

.03

-

.17

.36

.12

-

.16

.02

-

.04

Difficulty identifying emotions
Poor self-esteem
Dysfunctional interpersonal concerns
Thought avoidance
Difficulty describing emotions
Avoidant problem orientation
F8 (uninterpretable)

-
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10.5 Discussion

10.5.1 Summary of aims and findings
The aim of Study One was to investigate the latent structure of the seven key
dysfunctional process variables with a view to exploring their degree of distinctiveness
and redundancy. The main finding was the retention of a 7-factor solution as the most
meaningful explication of the dysfunctional process variables, which indicated that the
variables were largely distinct. This result was based on a forced 8-factor extraction
using principal axis factoring with direct oblimin rotation that produced a pattern of
item cluster that distinguished both unique and related aspects of the dysfunctional
process measures. Although an eighth factor was produced it was rendered
uninterpretable, hence the 7-factor solution was retained, a decision duly informed by
parallel analysis results amongst other considerations.
The factors represented in the preferred solution were labelled, in respective order,
Dysfunctional Achievement Concerns, Difficulty Identifying Emotions, Poor Selfesteem, Dysfunctional Interpersonal Concerns, Thought Avoidance, Difficulty
Describing Emotions and Avoidant Problem Orientation. It was found that almost 40%
of the total variance in participant responding was explained by the 7-factor solution,
and that more than half the total proportion of cumulative variance explained by the
factors was attributable to Dysfunctional Achievement Concerns. Modest correlations in
the expected directions were found between all factors bar Difficulty Describing
Emotions, which had notably lower correlations with other factors relative to
counterpart variables.
Another key finding of Study One was the suggested presence of a higher order
factor. This was labelled Negative Avoidant Dysfunctional Processes in keeping with
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predominant themes reflected in marker items across the lower order factors. Most
items were adequately or well explained by other factors in the analysis, with the
exception of items on the Acceptance and Action Questionnaire. This measure was not
well predicted by the present exploratory factor analysis. Moreover, it was the only
variable from the original survey that was not represented in the preferred factor
solution. Factor loadings for the Acceptance and Action Questionnaire items were
uniformly low and items failed to cluster meaningfully onto any of the emergent factors.

10.5.2 Implications of Findings
It is notable that despite apparent conceptual correspondence between the key
dysfunctional process variables and the absence of previous factorial research
examining these measures together, the exploratory factor analysis revealed minimal
redundancy in the measures. For the most part, the variables included in Study One
appear to be separate and relatively independent constructs. The finding of a higherorder factor pertaining to negative avoidant style indicates the significance of common
elements of the measures. The lower-order constructs depict the various specific
elements of dysfunctional process. The weak to moderate correlations generally found
between the dysfunctional process variables is also indicative of an overarching
construct yet minimal redundancy in the measures.
The emergence of negativism and avoidance as core elements of the factors
retained indicates that the dysfunctional process measures broadly align with and seek
to quantify core components of CBT theory. Negative thinking is a core variable
targeted in traditional CBT and experiential avoidance is a core target of ACT
interventions (e.g. Beck et al, 1979; Hayes et al, 1999). Moreover, both traditional and
newer CBT approaches commonly speak to negative and avoidant cognitions.
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The Dysfunctional Attitude Scale items formed two modestly correlated factors in
the 7-factor solution, namely Dysfunctional Achievement Concerns and Dysfunctional
Interpersonal Concerns. This is in keeping with previous factor analyses that have
illuminated two related but independent scales within the Dysfunctional Attitude Scale,
with the same thematic distinctions as the factor representations in the present results
(Blatt et al., 1995; Cane et al., 1986).
Dysfunctional Achievement Concerns was marked predominantly by negatively
worded items that reflect excessive self-imposed standards. This suggests that
disturbance on this dimension reflects a tendency toward destructive perfectionism (e.g.
“If I fail at my work then I am a failure as a person”). For Dysfunctional Interpersonal
Concerns, marker items focused on self-conceptualisation based on one’s relationship
with others (e.g. “What other people think about me is very important”). Thus the
variable appears to reflect a tendency toward social passivity and a lack of personal
agency in interpersonal relationships, manifesting as a sense of ‘dire’ dependence on
others.
Another noteworthy finding was that Poor Self-esteem comprised solely of
positively worded marker items. This suggests that high levels of disturbance on this
dimension are primarily characterised by a propensity to reject assertions of positive
self-worth (e.g. “I feel that I am a person of worth, at least on an equal basis with
others”).
The two scales from the Toronto Alexithymia Scale formed separate and weakly
correlated factors. This finding is in line with previous evidence that Difficulty
Identifying Emotions and Difficulty Describing Emotions are more distinct than related
(Bagby et al., 1994a). The weak correlations found between Difficulty Describing
Emotions and all other cognitive measures indicate little if any agreement between this
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factor and the latent structure of the other dysfunctional process variables. Additionally,
the comparatively low factor loadings for Difficult Describing Emotions suggest it was
the least clearly depicted variable of those retained in the exploratory factor analysis.
This in part may be owing to its affect-laden item constitution (e.g. “It is difficult for me
to describe my innermost feelings, even to close friends”), which suggests cognitiveaffective interplay inherent in the construct.
Although difficulty identifying emotions is usually conceptualised as a cognitiveaffective construct, marker items for this factor in the Study One results had a distinctly
cognitive flavour (e.g. “I am often puzzled by sensations in my body”). This was
lacking in the Difficulty Describing Emotions items (e.g. “People tell me to describe my
feelings more”). This may explain why Difficulty Identifying Emotions demonstrated
modest correspondence with the other Dysfunctional process variables whilst Difficulty
Describing Emotions did not.
Items that loaded onto Difficulty Describing Emotions notably featured a
social/interpersonal component (“I find it hard to describe how I feel about people”) that
was not apparent in the item composition of Difficulty Identifying Emotions. This
difference may also partially account for why these variables clustered onto separate
factors and had lower correlation than what might ordinarily be expected of subscales
from the same self-report measure.
The marker items that clustered as Thought Avoidance uniformly depicted
intentional efforts to escape having unwanted thoughts such as avoiding, distracting and
staying busy (e.g. “I have thoughts that I try to avoid”). Items that made less direct
reference to active avoidance strategies (e.g. “Sometimes I really wish I could stop
thinking”) had generally lower loadings on this factor. This pattern suggests that active
avoidance strategies reflect the core feature of Thought Avoidance.
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Thought Avoidance had the highest loadings of all factors, indicating that it was
very well predicted by the exploratory factor analysis. Marker items for the Avoidant
Problem Orientation factor also commonly emphasised a theme of avoidance (e.g. “I put
off solving a problem for as long as I can”). In this case it specifically related to
problems. This may account for its consistent and modest correlations with all other
factors (except for Difficult Describing Emotions) since the overarching construct,
Negative Avoidant Dysfunctional Processes, indicated avoidance was a prominent
common theme across variables.
In general, the findings point to uniformly moderate overlap between Avoidant
Problem Orientation, Thought Avoidance and Difficulty Identifying Emotions. This
may reflect the presence of Experiential Avoidance as a central generic component.
This is in line with previous literature that conceptualises experiential avoidance as an
overarching concept that draws together several related but specific behavioural
phenomena (Hayes et al, 2004).
The omission of Experiential Avoidance in the Study One factor solution is in line
with the a priori conjecture that the Acceptance and Action Questionnaire might behave
differently to other cognitive measures in the exploratory factor analysis. The lack of fit
of items from this measure with items from other measures was reflected by generally
lower factor loadings and communality estimates. This implies that the Acceptance and
Action Questionnaire was not well captured by the exploratory factor analysis. Several
factors may help account for this finding.
Firstly, the Acceptance and Action Questionnaire is a relatively young instrument
and previous findings indicate it is less psychometrically robust than the other
dysfunctional process measures examined in the exploratory factor analysis (Hayes et
al, 2004). The difference in reliability levels may have affected its lack of agreement
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with other measures. Functional differences between the Acceptance and Action
Questionnaire and other measures may also have contributed to this finding.
Specifically, the Acceptance and Action Questionnaire was designed as a populationbased measure and in this respect differs from all other measures that were primarily
devised for clinical populations (Hayes et al, 2004). Additionally, the measure is based
on ACT/RFT theory whilst all other measures are grounded in traditional CBT
approaches. Thus the lack of agreement between the Acceptance and Action
Questionnaire and other measures of dysfunctional process may be influenced by key
theoretical differences in these approaches as detailed in previous chapters. Further, the
Acceptance and Action Questionnaire is designed as a generic measure of experiential
avoidance, which comprises of several related elements (Hayes et al, 2004). This raises
the possibility that the measure taps into aspects of a broader construct not represented
in the other measures examined in the exploratory factor analysis.
The results pertaining to the Acceptance and Action Questionnaire in the present
study suggest two possibilities. Firstly, the scale may be somewhat heterogeneous,
although previous research has indicated it has adequate reliability (Hayes et al, 2004);
Secondly, the results may reflect the complexity of the experiential avoidance construct.
Contemporary descriptions of experiential avoidance emphasise that it is a multifaceted
construct and several components of experiential avoidance have been identified in the
Acceptance and Action Questionnaire items (Hayes et al, 2004). These include
avoidance of, and ineffective behaviour when faced with negative thoughts and feelings,
need for emotional control, negative self-evaluation and mental entanglement. Rather
than representing an underlying trait, experiential avoidance has been described as a
“functional response category that relates several more specific behavioural phenomena
into a theoretically coherent perspective” (Hayes et al, 2004, p.585). This distinction
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may account for disparity between the Acceptance and Action Questionnaire and other
dysfunctional process measures in the present study.
Although the current findings for the Acceptance and Action Questionnaire
suggest that this measure may not be related to the other dysfunctional process measures
and in turn may not predict emotional wellbeing, the results are inconsistent with
previous findings and as such they require cautious interpretation. Other studies have
demonstrated that the Acceptance and Action Questionnaire does correlate with some of
the dysfunctional process variables in the present exploratory factor analysis (Chapman
et al., 2005; Hayes, Strosahl et al., 2004; Stewart et al., 2002; Tull et al., 2004).
Moreover extensive research indicates that experiential avoidance influences
psychological disturbance and wellbeing across multiple disorders and populations
(Hayes et al, 2006). Thus on the basis of the present findings alone there is insufficient
reason to discount the utility of the Acceptance and Action Questionnaire, and more
broadly the potential influence of experiential avoidance on psychological disturbance
and wellbeing.

10.6 Conclusions
The findings of the exploratory investigations in Study One provide some
preliminary indication of the degree of distinctiveness and redundancy in the key
dysfunctional process measures. However, there is widespread evidence for exercising
caution in interpreting the results of a singular exploratory factor analysis investigation.
Exploratory factor analyses conducted in isolation are inconclusive because they
potentially capitalise on chance or may fit the sample being evaluated but not generalize
to other populations (Conway & Huffcutt, 2003; Fabrigar et al., 1999).
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Decisions regarding the optimal number of factors to include in a model extracted
from exploratory factor analysis are improved by exploring the replicability of the
solution over multiple and divergent data sets (Cattell, 1978). When applied in different
conditions exploratory factor analysis plays a critical role in research for the
development and testing of hypotheses (Conway and Huffcutt, 2003). The next chapter
provides details of a second investigation that examined the replicability of the model of
the structure of the dysfunctional process variables from Study One using a different
sample.
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11

CHAPTER ELEVEN

Expanding the Factorial Investigation of Key Dysfunctional Process Variables &
Exploring their Predictive Influence on Emotional Wellbeing

11.1 Preamble to Study Two
The primary impetus for a second investigation following the exploratory factor
analysis was to further explore the potential fit of a model of the structure of the key
dysfunctional process variables. This involved a confirmatory factor analysis, which
examined the consistency of fit of the number and composition of factors from the
exploratory factor analysis using a larger and divergent sample. Confirmatory factor
analysis shares a common purpose with exploratory factor analysis in seeking to
parsimoniously represent the structure of association between variables. The main
distinction between exploratory factor analysis and confirmatory factor analysis is that
the first is primarily data-driven, in that it is conducted without a theoretical basis for
hypothesizing likely number of factors or pattern of loadings of measured variables. In
contrast confirmatory factor analysis is guided by a priori specifications (Fabrigar et al.,
1999).
The findings from the Study One guided the confirmatory factor analysis
procedures employed in Study Two. The 7-factor model indicated by the exploratory
factor analysis, hereafter referred to as the initial model, was used as a starting point. It
informed model formation based on number of factors and selection of marker
variables. Several alternative models of key cognitive measures were compared on the
basis of various goodness-of-fit statistics, to determine the model that best reflected the
structure of association between measured variables (Fabrigar et al., 1999).
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The participant sample in the second study consisted of New South Wales Police
recruits. Some a priori speculations were made concerning potential differences in the
police and student samples. This was because individual students and police had
achieved membership to their respective group via divergent vocational screening and
selection processes. Eligibility for inclusion into the first year university psychology
student population is based on prior academic achievement. This includes a prerequisite level of achievement in the Higher School Certificate or equivalent (University
of Wollongong, 2010).
Recruitment of NSW police trainees is a lengthy and competitive process and
involves several aspects of assessment for suitability. This includes a pre-requisite
achievement of minimum academic requirements including Higher School Certificate or
equivalent and/or previous policing experience. Professional suitability is also assessed,
based on behavioural records, medical and physical fitness assessments and successful
completion of comprehensive psychological assessment (NSW Police Force, 2010).
The more rigorous selection process for police recruits relative to psychology
students is likely to give rise to specific group differences in the samples. For instance,
the student group might be expected to have a higher incidence of psychological
disturbance compared to police, since unlike police trainees, the students were not
subject to mental health screening in the process of course admission. Additionally,
police trainees might share certain personal characteristics identified as desirable
qualities in police recruitment. These include commitment to problem solving,
openness, innovation and creativity, exceptional communication skills, and a strong
sense of justice and equality (Murray, 2002).
Other factors such as age, gender and educational status might differ between
police and student samples and in turn impact on the pattern of model formation in
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Studies One and Two. Potential age and gender differences between samples were
investigated in Study Two, and moreover their effects on relationships between
dysfunctional process variables and emotional wellbeing were also examined.
Study Two also explored the influence of the key dysfunctional process measures
in predicting specific aspects of emotional wellbeing, namely Depression, Anxiety,
Stress, Positive Affect and Negative Affect. The influence of age and gender on the
relationships between the dysfunctional process measures and indices of emotional
wellbeing was also examined, and multiple regression analyses were conducted for this
purpose.
The 9-item Acceptance and Action Questionnaire was examined further in Study
Two despite having been excluded from the initial model of dysfunctional processes in
Study One. It was suspected that although experiential avoidance did not fit well into
the factor analysis it might still play a key role in mediating disturbance and wellbeing
(e.g. Ciarrochi et al., 2005; Hayes et al., 2006; Hayes, Strosahl et al., 2004). Moreover,
it was also uncertain whether the lack of a clear acceptance factor in Study One was due
to specific characteristics of either the measure or the student sample, or perhaps to
features inherent in the experiential avoidance construct. It also may be that the measure
did not fit well with other measures due to theoretical distinctions between traditional
CBT and ACT. Study Two sought to illuminate some of these issues.

11.2 Method
11.2.1 Participants
The data for Study Two was obtained from a sample of police trainees at the NSW
Police Academy. Choice of sample was primarily motivated by pragmatics.
Specifically, police personnel facilitated access to the police recruit sample and assisted
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data collection. The apparent divergence of the police sample from the student group in
Study One also influenced selection of this sample, since one of the aims of Study Two
was to examine replicability of the initial model using a distinct data set.
A total of 592 NSW police recruits enrolled in a Bachelor of Policing at Charles
Sturt University in Goulburn participated in the study. The sample comprised of 74%
male and 26% female participants aged between 17 and 52 years, the mean age being 29
years (SD = 6.6). Of the total sample, 41% reported being currently married or in a
relationship, whilst 59% reported being either single, divorced or separated. The
majority (62%) of participants reported having obtained a post-school qualification, in
the form of either certificate or diploma (39%), or tertiary degree (20%), with the
remainder unspecified. Nine participants reported having attained a post-graduate
qualification.

11.2.2 Materials
A self-report survey in booklet form was devised for the present study. This was a
hard copy of the same Dysfunctional Processes Survey administered in Study One. It
included the same dysfunctional process measures as the electronic version of the
Dysfunctional Processes Survey, namely the Dysfunctional Attitude Scale, the Selfesteem Scale, the Ineffective Problem Orientation Scale, the Difficulty Identifying
Emotions and Difficulty Describing Emotions scales, the Thought Suppression scale
from the White Bear Suppression Inventory and the Acceptance and Action
Questionnaire. The same measures of emotional wellbeing were also included, namely
the Depression, Anxiety and Stress Scales and the Positive Affect and Negative Affect
Schedule.
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For an explication of the cognitive and emotional wellbeing measures used in the
present study refer back to the Methods section in the previous chapter (section 10.2).
The response scales in the Study Two survey were identical to those used in Study One
except for the Self-esteem Scale. Participants were asked to respond to items on the
Self-esteem Scale using a 5-point rating scale ranging from 1 (strongly disagree) to 5
(strongly agree), whereas in Study One a 9-point rating scale had been used ranging
from -4 (very strongly disagree) to 4 (very strongly agree). This difference in the
response scales for the Self-esteem Scale was unintentional.
Instructions accompanying the PANAS unintentionally differed in Study One and
Study Two. Specifically, in Study One participants were instructed to rate to what
extent they felt each emotion listed during the past month. In Study Two they were
instructed to base endorsements on “the number that best describes YOU”. Instructions
for all other scales in Study Two were identical to those issued in Study One.

11.2.3 Procedure
Measures were taken from four groups of police recruits in their final week of a
three-month intensive training program. At the time of completing the Dysfunctional
Processes Survey, participants were awaiting commencement of active police duties
upon graduating from the NSW Police Academy. The four participant groups comprised
of four consecutive graduating classes between April 2004 and January 2005 (April
2004, August 2004, November 2004 and January 2005).
Participants completed the surveys during lecture time in the main on-site lecture
hall at the NSW Police Academy, Goulburn. The survey was conjointly administered
and collected by the principal researcher and a police sergeant responsible for staff
training in the NSW Police Service. All police recruits were provided verbal and written
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explanations as to the purpose and nature of the research project and what participation
in the study entailed. They were informed that they would be asked about their thoughts
and feelings and about aspects of their personality and behaviour.
Recruits were advised prior to consenting that participation was voluntary, that all
data collected would remain anonymous, and that they had the right to refuse to
participate and to withdraw from the study at any time without penalty. Police recruits
who elected not to participate in the study were given time to leave the lecture hall prior
to participants commencing the survey.
Participants were issued hard copies of information about the research
investigation, a written consent form and the survey itself. They provided written
consent to participate prior to completing the survey. Written instructions were provided
in the survey booklet explaining how to respond to items using numerical rating scales
specific to each questionnaire ranging variously between zero and seven. Participants
endorsed responses to items by marking their selected numerical ratings using a pen.
Participants placed completed Dysfunctional Processes Surveys into an envelope, which
they personally sealed to preserve confidentiality. Completed consent forms were
collected separately to the completed surveys to ensure participant anonymity.

11.3 Results
11.3.1 Data Screening & Preparation Procedures
Data was screened prior to analysis for overtly inconsistent or dubious response
patterns. No omissions were made on this basis. For missing data, scale means were
inserted for cases where 20% or fewer scale responses were omitted. Casewise deletion
was applied for cases where in excess of 20% of items were missing for individual
scales. This is the most common approach used for treating missing data in regression
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analysis as it generally leads to parameter estimates that are unbiased and is regarded as
superior to alternative methods. Two entire cases were eliminated due to more than 20%
of items missing for all scales, leaving a total sample count of 590. Appendix J
summarises the remaining omissions and individual counts calculated for each
dysfunctional process and emotional wellbeing variable in the survey.
As per Study One, several data preparation procedures were undertaken to
facilitate extraction of accurate and interpretable findings. Firstly, responses to all
negatively formulated items were reversed to yield a consistent response direction
within each scale. Secondly, scores on the Dysfunctional Attitude Scale were reversed
to standardize the direction of results for all dysfunctional process variables. High
scores on the measures uniformly indicated a greater propensity to engage in cognitive
activity typically associated with lower levels of emotional wellbeing relative to lower
scores. High scores on the Depression, Anxiety and Stress Scales indicated lower levels
of wellbeing relative to lower scores. For Positive Affect, higher scores indicated higher
wellbeing, whereas lower scores reflected lower wellbeing. Conversely, for Negative
Affect, higher scores indicated lower wellbeing and lower scores reflected higher
wellbeing.
11.3.2 Testing the Fit of the Initial Model Using the Police Sample
Extensive application of structural equation modelling and stepwise regression
analyses was used to test the goodness-of-fit of the initial model to the police data.
Structural equation modelling was deemed the optimal model fit test for several reasons.
Structural equation modelling is driven by model specification based on previous data
analysis rather than chance variations in the correlation matrix (Anderson, 1987;
Bentler, 1985). Using structural equation modelling an initial model is estimated and
evaluated and in some instances modified (Tabachnick & Fidell, 2007). This is in line
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with of the purpose of Study Two, in testing the initial model and comparing it with
alternative models to establish optimal representation of the underlying structure of the
dysfunctional process variables.
Another advantage of using structural equation modelling is that measurement
error is estimated and removed in this analysis, rendering relationships among the
factors free of measurement error and reflecting common variance alone (Tabachnick &
Fidell, 2007). Structural equation modelling assumes that latent variables are measured
by multiple observed variables and accounts for the presence of error in this process
(Hayes et al, 2004).
Structural equation modelling was conducted using the Analysis of Moment
Structures computer program, Version 7 (Arbuckle, 2006). This program employs the
Full Information Maximum Likelihood method of data screening which utilises all
available data, with the advantage of maximising sample size and statistical power. The
Full Information Maximum Likelihood method exhibits less bias and less sampling
variability than other ad hoc methods of treating missing data (Enders, 2001).
In accordance with the findings from Study One, the initial model tested
comprised of a higher-order construct, Negative Avoidant Dysfunctional Processes, and
seven lower-order constructs labelled Dysfunctional Achievement Concerns, Difficulty
Identifying Emotions, Poor Self-esteem, Dysfunctional Interpersonal Concerns,
Thought Avoidance, Difficulty Describing Emotions and Avoidant Problem
Orientation. Several other models were subsequently tested for reasons that will be
elaborated further on.
To facilitate parsimony not all items that formed the factors were entered into the
initial model. An a priori minimum factor loading of .35 was set as the decision rule for
item inclusion in structural equation modelling based on the rotated orthogonal principal
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axis factoring solution for the student sample. This decision was based on the
supposition that a .35 minimum cut-off point allowed inclusion of the maximum amount
of marker items for all factors whilst simultaneously eliminating uninformative items.
The initial model tested using the police data comprised of 57 items in total. Items
with loadings that had cross-loaded in the exploratory factor analysis were retained to
preserve information whilst trying to determine the fit of the model. One item, “It is
difficult for me to find the right words for my feelings”, that cross-loaded on Difficulty
Identifying Emotions ( .40) and Difficulty Describing Emotions ( .38) in Study One was
assigned to the Difficulty Describing Emotions factor in the present analysis. This
decision was owing to strong correspondence between the item content with other items
that loaded onto Difficulty Describing Emotions, and since this item has traditionally
been aligned with the Difficulty Describing Emotions scale of the Toronto Alexithymia
Scale (Bagby et al., 1994a). Also, Difficulty Describing Emotions had only three other
items with factor loadings above .35. Thus increasing the cluster of items on this factor
improved potential for accurately explicating the structure of Difficulty Describing
Emotions.
Two items from the Dysfunctional Attitude Scale cross-loaded onto the two
factors derived from this measure. The item “I cannot be happy unless most people I
know admire me” cross-loaded on both Dysfunctional Achievement Concerns (.42) and
Dysfunctional Interpersonal Concerns (.37), perhaps since both achievement and
interpersonal elements are reflected in item content. The item “If others dislike you, you
cannot be happy” also cross-loaded onto Dysfunctional Achievement Concerns (.31)
and Dysfunctional Interpersonal Concerns (.44).
Previous research reveals that different aspects of structural equation modelling
results can generate conflicting conclusions regarding the extent to which a model
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actually matches the observed data (Hu & Bentler, 1995). In the present study a number
of fit indices were used to help draw accurate conclusions about the acceptability of fit
of the models tested (Bollen, 1989). The Normed Fit Index (Bentler & Bonett, 1980),
the Tucker-Lewis Index (Tucker & Lewis, 1973) and the root mean square error of
approximation (Browne & Cudeck, 1993; Steiger & Lind, 1980) were examined in
conjunction with the chi-square value and relative chi-square for the police sample
(Wheaton, Alwin, & Summers, 1977). A brief description of each index and how results
were interpreted follows.
The chi-square test is the conventional overall test of fit that evaluates the extent
of discrepancy between the sample and fitted covariance matrices, with smaller values
indicating the likelihood of a better fit (Hu & Bentler, 1995). Significant results for this
statistic are interpreted with caution, since it is subject to artefacts of model
misspecification, statistical power, and violation of technical assumptions (Bentler,
1990; Hu & Bentler, 1995; Steiger & Lind, 1980). The relative chi-square value is
calculated by dividing the chi-square of a model by its degrees of freedom. It provides
clearer indication of acceptability of fit between the hypothetical model and observed
data compared to the conventional fit test (Wheaton et al., 1977). In the present
investigation relative chi-square values below three were considered acceptable, in
accordance with general recommendations (Marsh & Hocevar, 1985).
The Norm Fitted Index (NFI) is an incremental fit index and represents the
minimum discrepancy between the target and baseline model (Bentler & Bonett, 1980).
The Tucker-Lewis Index (TLI) is a non-normed incremental fit index and typically
ranges from but is not limited to zero to one. Values close to 1 for the NFI and TLI
indicate a very good model fit, whereas values less than .9 indicate that a model can
usually be substantially improved (Bentler & Bonett, 1980). The Root Square Mean
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Estimates Analysis (RSMEA) estimates the lack of fit in a model relative to a perfect
model and seeks to compensate for potential effects of model complexity (Tabachnick
& Fidell, 2007). An RSMEA result of zero would theoretically denote an exact fit to the
model. In practise, values around .05 or less suggest reasonable to good fit (Browne &
Cudeck, 1993).
The results of the various goodness-of-fit measures utilised for the structural
equation modelling of the initial model are reported in Table 10 (model 1). Results for
other models tested subsequent to the initial model are also reported in Table 10.
The results of the various goodness-of-fit measures for the initial model were
mixed. The chi-square and the relative chi-square values indicated the model was an
acceptable fit to the data as did the RSMEA result. In contrast the NFI and TLI results
suggested that the model could be improved. On balance, the findings indicate a
reasonable fit at best between the initial model and the police data. However, it is
widely reported that yielding less than ideal fit indices, as in the present case, is
common with confirmatory factor analysis (Marsh et al, 2009). This is because
conventional goodness-of-fit criteria appear too restrictive when applied to most
multifactor rating instruments, especially when analyses are conducted at item level and
involve multiple factors (Marsh, 2007; Marsh, Hau, & Grayson, 2005; Marsh et al.,
2009).
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Table 10
Comparison of the Goodness-of-Fit Indices for Alternative Models of the Latent Structure
of the Dysfunctional Process Measures for the Police and Student Samples
χ2

χ2
diff.

df

χ2/ df

NFI

TLI

RSMEA

Students

3578.43

-

1532

2.34

.71

.80

.06

Police

4191.41

-

1532

2.74

.71

.77

.05

Students

6178.63

2600.20*

1539

4.01

.49

.55

.09

Police

7669.51

3478.10*

1539

4.98

.46

.48

.08

Students

3899.24

320.81*

1534

2.54

.68

.77

.06

Police

4409.08

217.67*

1534

2.87

.69

.75

.06

3675.14

96.71*

4300.31

108.90*

1533

2.40

.70

.79

.06

1533

2.81

.70

.77

.06

Model

1. Initial Model: Seven factor model
- separating DAS and TAS subscales

2. Single factor model

3. Five factor model
- pooling DAS and TAS subscales

3a. Six factor model
- separating DAS subscales only
Students
Police
3b. Six factor model
- separating TAS subscales only
Students

3787.75

209.32*

1533

2.47

.69

.78

.06

Police

4255.85

64.44*

1533

2.78

.70

.77

.06

Students

3510.14

-68.29*

1530

2.29

.71

.81

.06

Police

4044.16

-147.25*

1530

2.64

.72

.78

.05

4. Seven factor model
- DAS & TAS subscales have
correlated errors

Note. ‘χ diff.’ refers to the value of χ alternative model - χ initial model. χ2/ df describes the relative chi-square
2

2

2

value. Negative values indicate improved fit.
* = p < .000.
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11.3.3 Comparing Samples and Searching for an Improved Model
It is possible that one explanation for the less than ideal fit of the initial model to
the police data might relate to the restrictiveness of the goodness-of-fit criteria applied.
However, several alternative explanations as to why the model did not fit the data better
were also considered. Firstly, it is possible that something unique to the police sample
may have been negatively impacting on the fit of the initial model to the data, whereas
the initial model might better fit an altogether different data set. Secondly, there might
yet be a model of dysfunctional processes that better fit the police and other data sets
than that indicated by the results of Study One. Thirdly, it could be that the results of the
structural equation modelling of the initial model for the police data reflected an
inherent complexity in the constructs that constituted the initial model.
Owing to the unexceptional fit results for the initial model to the police data, and
in order to examine alternative explanations as to why this was the case, further model
testing was undertaken. The following sections detail the particulars and results of this
testing process. The goodness-of-fit results for additional models tested are reported in
Table 10 under the results for the initial model.
In order to test whether something unique to the police sample may have been
negatively impacting on the fit of the initial model to the data, structural equation
modelling involving the initial model was replicated using the student sample. As can
be seen in Table 10, there were only slight differences in relative chi-square, RSMEA,
NFI, and TLI, suggesting that the fit of the initial model to both data sets was unlikely
to reflect factors specific to either sample. Thus, the possibility that alternative, simpler
models might fit both the police and student samples better than the initial model was
examined next.

188

Four alternative models that were less complex than the initial model were tested.
These are labelled Models 2, 3, 3a, and 3b in Table 10. Model 2 represented the
simplest alternative based on the findings of the unrotated factor solution from Study
One that revealed a tendency for all variables to load onto a single factor. As can be
seen by the test of difference between chi-squares, Model 2 provided a significantly
worse fit to the data in both samples.
Model 3 assumed that subscales from the same measure reflected the same latent
variable. It merged the two Dysfunctional Attitude Scales into a single scale and the two
Toronto Alexithymia Scales into a single scale. Model 3 was also significantly worse
than the initial model.
Models 3a and 3b were tested next. Both comprised of six latent constructs
underlying Negative Avoidant Dysfunctional Processes. Model 3a departed from the
structure of Model 3 in that the Dysfunctional Attitude Scale subscales occupied two
separate factors, Dysfunctional Achievement Concerns and Dysfunctional Interpersonal
Concerns. This alternative model was based on literature demonstrating the distinction
between the two Dysfunctional Attitude Scale subscales (Blatt et al., 1995; Cane et al.,
1986). At the same time it preserved treatment of Difficulty Identifying and Describing
Emotions as a unitary construct in accordance with some previous research (Ciarrochi &
Scott, 2006).
Model 3b diverged from Model 3 in that Difficulty Identifying Emotions and
Difficulty Describing Emotions were divided into two separate factors. This alternative
model was based on research evidence of a distinction between difficulty identifying
and describing feelings, and it treated dysfunctional attitudes as a unitary construct (e.g.
Ciarrochi et al, 2003). Like the alternative models already tested, Model 3a and 3b
produced an inferior fit to those obtained for the initial model.
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Structural equation modelling findings revealed that the less complex alternative
models yielded no better fit relative to the initial model for either police or student data.
Therefore, another model which was slightly more complex relative to the initial model
was also tested. It is described as ‘Model 4’ in Table 10. Model 4 included seven factors
as per the initial model. However, it differed from the initial model in that the error
terms between subscales from the same test were allowed to correlate. Thus, the error
for Dysfunctional Achievement Concerns and Dysfunctional Interpersonal Concerns
were correlated, as were the error terms for Difficulty Identifying Emotions and
Difficulty Describing Emotions. This was based on the hypothesis that the correlation
between the Dysfunctional Attitude Scales and the Toronto Alexithymia Scales might
not be solely due to the common higher order factor, Negative Avoidant Dysfunctional
Processes, but may also reflect shared variance due to the specific measure.
The test of the difference between chi-squares revealed that Model 4 was a slight
improvement in overall fit to both police and student data compared to the initial model.
This was most evident in the chi-square and relative chi-square values, which were both
slightly lower for Model 4 compared to the initial model for both samples. Model 4 also
had slight albeit negligible advantages of .1 in the NFI for the police sample, and .1 in
the TLIs for both samples. The RSMEA was identical for both samples across models.
Subsequently, Model 4, the ‘Seven factor model – DAS & TAS subscales have
correlated errors’ succeeded the initial model as the model of best fit for the police and
student data at this point of the analysis.

11.3.4 Further Exploratory Analysis: Testing Alternative Item Inclusion Criteria
For the sake of thoroughness, additional model testing was conducted to further
explore whether an alternative model of dysfunctional processes might emerge that
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better fit the data compared to the initial model and other models tested. Another
possible explanation for less than ideal fits being obtained for the models was that the
specific factor loading cut-off level of .35 used to determine item inclusion in the initial
model may have been too lenient. Perhaps too many low loading items were included in
the model and this is why fit was less than ideal. Therefore a series of models were
tested on both data sets, that were based on a stricter item-inclusion criterion than the
.35 level used for initial model.
Model 4 was tested for goodness-of-fit at various factor loading cut-off points
above .35, namely .45, .50 and .60. Also, an inclusion criterion that entailed entering a
maximum of five items with the highest factor loadings for each of the variables was
also tested. All variations to inclusion criterion were based on the pattern matrix
loadings from the exploratory factor analysis in Study One.
Of the models tested only one surfaced as a contender for the model of best fit.
Results pertaining to rejected alternative criterion models are reported in Appendices K,
L, and M. At a .60 cut-off level, a model emerged that consisted of five factors with an
overarching

variable,

Negative

Avoidant

Dysfunctional

Processes.

Difficulty

Describing Emotions and Dysfunctional Interpersonal Concerns were excluded from
this reduced model at .60 cut-off, since factor loadings for all items in these scales fell
below .60 in the exploratory factor analysis. The five factors retained in the reduced
model included Avoidant Problem Orientation, Difficulty Identifying Emotions,
Dysfunctional Achievement Concerns, Poor Self-esteem and Thought Avoidance.
The results collectively indicated a reasonable, though less than ideal, fit of the
reduced model to the student data (χ2 = 936.40; df = 247; χ2/ df = 3.79; NFI = .81; TLI =
.84; RSMEA = .08). Similarly, the findings for the police sample revealed that the
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reduced model was a reasonable fit to the data (χ2 = 783.84; df 247; χ2/ df = 3.17; NFI =
.815; TLI = .87; RSMEA = .06).

11.3.5 Exploring and Comparing the Predictive Power of the Initial and Item-Reduced
Models of Dysfunctional Processes
There was a substantial difference between the number of items in the two models
of dysfunctional processes that emerged from the structural equation modelling. The
initial model comprised of 57 items, whereas the item-reduced model consisted of 24items. Nonetheless, the two models appeared to demonstrate a similar degree of fit to
the police and student data. The next step was to examine and compare how well they
predicted variance in emotional wellbeing. This would help determine which of the two
models optimally represented of the structure of the dysfunctional process variables.
An exhaustive series of stepwise regression analyses was conducted to explore
predictive power of both the initial and item-reduced models of dysfunctional processes.
Other model variations were also tested to rule out the possibility that a better fitting
model had been overlooked. The regressions tested how well the models explained
variance in each of the emotional wellbeing variables, namely Depression, Anxiety,
Stress, Positive Affect and Negative Affect. The procedural steps in the regression
series are summarized in Appendix N. Results of stepwise regression analyses that
examined the extent to which variables in the reduced model predicted unique variance
in the five emotional wellbeing measures for students are reported in Appendices O to
S.
Detailed results of the full extent of regression analyses are provided further on
(section 11.3.9). However, findings relating to the initial and reduced model are
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discussed here, because they inform the final choice of the optimal model of
dysfunctional processes and guide the rationale for further analyses.
The regression revealed that when the reduced-item scales were entered into the
regression equations, the initial-item scales did not explain further variance. Thus on the
basis of parsimony, the reduced-item scale superseded the larger initial measure as the
preferred model of dysfunctional processes. Factor loadings for items included in The
Brief Dysfunctional Processes Measure are reported in Table 11 for both student and
police samples.

11.3.6 Adding Experiential Avoidance to the Reduced Model
Previous factor analysis in Study One had shown that the Acceptance and Action
Questionnaire did not fit in well with other dysfunctional process items. (See
commonalities, Table 5, section 10.4.4). This lack of fit may have occurred because the
Acceptance and Action Questionnaire represents quite distinct cognitive processes
compared to those captured by the other measures. Thus, further stepwise regressions
were conducted to assess whether the Acceptance and Action Questionnaire predicted
variance over and above that already predicted by reduced model of dysfunctional
processes. In these analyses, the measure was entered into the model for each wellbeing
variable and predictive power was assessed after controlling for all the other cognitive
variables. The results of these analyses indicated that Experiential Avoidance explained
variance in addition to the other variables and therefore warranted inclusion in the
reduced model of dysfunctional processes. Further details of this will be discussed
shortly.
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Table 11
Factor Loadings for the 5-Factor 24-item Brief Dysfunctional Processes Measure for
the Student and Police Samples
Dysfunctional
Achievement

Concerns

Item
1

Students
.87

Police
.91

2

.81

.83

3

.69

.51

4

.65

.43

5

.67

.46

6

.60

.40

7

.59

.78

Difficulty
Identifying Emotions
Students

Police

8

.70

.71

9

.77

.76

10

.80

.59

11

.73

.62

Poor Self-esteem
Students

Police

12

.70

.62

13

.59

.60

14

.88

.69

15

.90

.80

16

.55

.69

(table continues)
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Table 11 (continued)
Factor Loadings for the 5-Factor 24-item Brief Dysfunctional Processes Measure for
the Student and Police Samples

Avoidant
Thought Avoidance

Item
17

Students
.75

Police
.70

18

.63

.58

19

.74

.82

20

.73

.86

Problem Orientation

Students

Police

21

.68

.65

22

.75

.58

23

.68

.75

24

.67

.54

The final model, hereafter referred to as The Brief Dysfunctional Processes
Measure is depicted in Figure 2. It consisted of an overarching component, Negative
Avoidant Dysfunctional Processes, and six independent but related variables, namely
Dysfunctional Achievement Concerns, Difficulty Identifying Emotions, Thought
Avoidance, Poor Self-esteem, Avoidant Problem Orientation and Experiential
Avoidance. Table 12 contains the complete set of items in The Brief Dysfunctional
Processes Measure. Note that item numbering in Table 12 corresponds with items as
they are depicted in Figure 2.
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I2

I1

I3

I4

I5

I6

I7

Dysfunctional
Achievement
Concerns
I8

I9

I10

I11

I21

Negative
Avoidant
Dysfunctional
Processes

Difficulty
Identifying
Emotions

I13

I14

I23

I24

Avoidant
Problem
Orientation

Poor
Self-esteem

I12

I22

Thought
Avoidance

I15

I16

I17

I18

I19

I20

I30

I31

I32

I33

Experiential
Avoidance

I25

I26

I27

I28

I29

Note. Diagonal arrows represent residual error for observed variables. ‘I’ refers to item

Figure 2
Structure of The Brief Dysfunctional Processes Measure
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Table 12
Item Set for The Brief Dysfunctional Processes Measure
Dysfunctional Achievement Concerns
1.

If I do not do as well as other people, it means I am a weak person.

2.

If I fail at my work, then I am a failure as a person.

3.

If I am to be a worthwhile person, I must be the best in at least one way.

4.

People who have good ideas are better than those who do not.

5.

If I do not do well all the time, people will not respect me.

6.

If I don’t set the highest standards for myself, I am likely to end up a second-rate person.

7.

If a person asks for help, it’s a sign of weakness.

Difficulty Identifying Emotions
8.

I am often puzzled by sensations in my body.

9.

I have feelings that I can’t quite identify.

10.

I don’t know what’s going on inside me.

11.

I am often confused about what emotion I am feeling.

Poor Self-esteem
12.

*I am able to do things as well as most people.

13.

*I feel that I am a person of worth, at least on an equal basis with others.

14.

*On the whole, I am satisfied with myself.

15.

*I take a positive attitude toward myself.

16.

*I feel that I have a number of good qualities.

Thought Avoidance
17.

I have thoughts that I try to avoid.

18.

There are things that I try not to think about.

19.

I often do things to distract myself from my thoughts.

20.

Sometimes I stay busy just to keep thoughts from intruding on my mind.

Avoidant Problem Orientation
21.

I put off solving a problem for as long as I can.

22.

I often become sad and do not feel like doing anything when I have a problem to solve.

23.

I avoid dealing with problems in my life.
(table continues)
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Table 12 (continued)
Item Set for The Brief Dysfunctional Processes Measure
Experiential Avoidance
25. *I am able to take action on a problem even if I am uncertain what the right thing to
do is.
26.

I often catch myself daydreaming about things I’ve done and what I would do
differently next time.

27.

When I feel depressed or anxious, I am unable to take care of my responsibilities.

28. *I rarely worry about getting my anxieties, worries and feelings under control.
29. *I’m not afraid of my feelings.
30. *When I evaluate something negatively, I usually recognize that this is just a
reaction, not an objective fact.
31.

When I compare myself to other people, it seems that most of them are handling
their lives better than I do.

32.

Anxiety is bad.

33.

If I could magically remove all the painful experiences I’ve had in my life, I would
do so.

Note. *indicates reversed item.
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11.3.7 Descriptive, Reliability and Correlational Results
A more close examination of the variables that emerged from the factor analyses
will now be detailed, and how they differ between samples and relate to well-being. The
relevant descriptive and reliability statistics are reported in Table 13 for both samples.
Descriptive statistics for Poor Self-esteem were not comparable across samples since
different response scales for this measure were used in the student and police surveys.
Students recorded a greater breadth of responses to all cognitive and wellbeing
measures bar Thought Avoidance as indicated by higher standard deviations obtained
for this sample compared to police.
Cronbach’s alpha coefficients were obtained as an index of internal consistency of
the measures and were interpreted using the general guideline that coefficients of .70
and above indicate good levels of reliability (Nunnally, 1978). All scales excepting the
Acceptance and Action Questionnaire demonstrated good to excellent internal
consistency with coefficients ranging from .72 to .91.
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Table 13
Descriptive and Reliability Statistics for the Dysfunctional Process and Emotional
Wellbeing Measures in the 33-item Brief Dysfunctional Processes Measure for Students
and Police

Measure
Dysfunctional Process Variables

No. of
Items

Mean
St.

Dysfunctional achievement concerns

7

Difficulty identifying emotions

4

9.57

Poor Self-esteem

5

Thought avoidance

SD

Police

19.19 16.69

St.

Reliability
Police

St.

Police

7.81 6.07

.87 .81

6.16

3.68 2.57

.82 .76

-10.19

8.33

7.05 2.80

.86 .81

4

13.50

9.68

3.31 3.37

.80 .83

Avoidant problem orientation

4

5.03

1.25

3.57 1.76

.79 .72

Experiential avoidance

9

34.53 29.09

6.65 5.10

.64 .41

Positive affect

10

34.12 40.49

7.86 4.87

.91 .83

Negative affect

10

23.03 15.82

7.79 4.28

.89 .77

Depression

7

4.31

.65

4.24 1.64

.88 .79

Anxiety

7

4.21

.73

3.89 1.59

.82 .75

Stress

7

7.00

2.00

4.48 2.50

.87 .78

Outcome Variables

Note. St. = Students. Descriptive statistics for Poor Self-esteem not comparable across samples due to
divergent response scales in student and police surveys
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For the Acceptance and Action Questionnaire the alpha coefficient was just above
the threshold for deeming adequate reliability in the student sample (α = .64). However
it was well below adequate for the police sample (α = .41). The internal consistency of
all the dysfunctional process measures other than Thought Avoidance was higher for the
student sample compared to police. This trend the same for all emotional wellbeing
measures.
Relationships between each of the dysfunctional process variables in The Brief
Dysfunctional Processes Measure were examined using Pearson product-moment
correlation coefficients. The results are shown in Table 14. The strength of relationships
as indicated by the correlation coefficients was interpreted on the basis of
recommendations posited by Cohen (1998). Specifically, absolute values ranging
between zero and .1 suggested no correlation between variables whilst coefficients
between .1 and .29 reflected a small relationship. Coefficients ranging from .30 to .49
indicated a medium correlation between variables whilst a strong relationship was
represented by coefficients equal to or in excess of .50.
All correlations had a positive manifold indicating that associations between
variables were in the expected direction with higher and lower levels of Negative
Avoidant Dysfunctional Processes corresponding across the board. Experiential
Avoidance and Avoidant Problem Orientation produced uniformly stronger correlations
with other variables for students relative to police. The results of the correlation
analyses between each of the emotional wellbeing measures are reported in Table 15.
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Table 14
Pearson’s Correlations Between the Dysfunctional Process Variables in The Brief
Dysfunctional Processes Measure for the Student and Police Samples
Dysfunctional Process Variables

EA

DIE

DAC

APO

PSE

TA

1. Experiential avoidance (EA)
Students
Police

-

.48** .48** .54** .46** .44**
.33** .32** .28** .30** .34**

2. Difficulty identifying emotions (DIE)
Students
Police

-

.37** .46** .33** .44**
.38** .30** .32** .45**

3. Dysfunctional achievement concerns (DAC)
Students
Police

-

.39** .43** .29**
.31** .35** .33**

4. Avoidant problem orientation (APO)
Students
Police

-

.39** .32**
.23** .28**

5. Poor self-esteem (PSE)
Students

-

Police

.26**
.27**

6. Thought avoidance (TA)
Students

-

Police
Note. ** p < 0.01 (2-tailed).
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Table 15
Pearson’s Correlations Between the Emotional Wellbeing Variables for the Student and
Police Samples

Positive

Negative

Affect

Affect

Depression

Anxiety

Stress

-

-.33**

-.49**

-.21**

-.27**

-.17**

-.17**

-.07

-.09*

-

.61**

.62**

.69**

.16**

.16**

.29**

-

.60**

.70**

Police

.56**

.51**

Students

-

.69**

Outcome Variables
7. Positive Affect
Students
Police
8. Negative Affect
Students
Police
9. Depression
Students

10. Anxiety

Police

.51**

Students

-

11. Stress

Police
Note. * p < 0.05. ** p < 0.01 (2-tailed).

As expected, Positive Affect negatively correlated with all negative indices of
wellbeing and the negative indices all correlated in the expected direction. This
suggested that high levels of negative emotional wellbeing and psychological
disturbance tend to co-occur. Correlations between the emotional wellbeing measures
were uniformly higher in the student sample compared to the police.
Pearson product-moment correlation co-efficients that measured the relationships
between the cognitive variables for The Brief Dysfunctional Processes Measure and the
measures of emotional wellbeing are reported in Table 16.
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Table 16
Pearson’s Correlations Between the Dysfunctional Process Variables from The
Brief Dysfunctional Processes Measure and the Emotional Wellbeing Variables for
the Student and Police Samples

Positive

Negative

Affect

Affect

Depression

Anxiety

Stress

Students

-.41**

.51**

.49**

.46**

.50**

Police

-.24**

.32**

.19**

.17**

.14**

Students

-.32**

.43**

.34**

.41**

.39**

Police

-.30**

.33**

.31**

.25**

.27**

Students

-.26**

.41**

.38**

.33**

.41**

Police

-.27**

.23**

.21**

.19**

.20**

Students

-.33**

.48**

.47**

.41**

.44**

Police

-.23**

.33**

.37**

.25**

.33**

Students

-.52**

.39**

.44**

.26**

.31**

Police

-.34**

.22**

.20**

.15**

.13**

Students

-.16**

.37**

.36**

.29**

.35**

Police

-.16**

.26**

.20**

.15**

.16**

Dysfunctional Process Variables

1. Experiential avoidance

2. Difficulty identifying emotions

3. Dysfunctional achievement
concerns

4. Avoidant problem orientation

5. Poor self-esteem

6. Thought avoidance

Note. ** p < 0.01 (2-tailed).
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As expected all variables negatively correlated with Positive Affect, indicating an
inverse relationship between this measure and other cognitive and wellbeing variables.
Positive correlations between all other dysfunctional process and emotional wellbeing
variables were uniformly reported. The mean correlations for all variables in both
student and police samples were significant at the level of .01. In general, correlation
strengths tended to be higher for students than for police. Moreover, the strength of
correlations between all variables fell within a range that indicated adequate agreement
and separation between variables to assume sufficient commonality and distinction.

11.3.8 Identifying the Best Set of Predictors for Each Aspect of Wellbeing
The multiple regression procedure used to clarify the optimal predictive models
for the emotional wellbeing variables involved statistical stepwise regression analysis.
The principal utility of stepwise regression lies in the formation of a prediction
equation. It facilitates the development of a subset of independent variables to predict a
particular outcome variable and excludes independent variables that lack distinctive
predictive value in this regard (Tabachnick & Fidell, 2007).
Multiple stepwise regression analysis was nominated in preference to alternative
sequential regression techniques in this study, since it is an exploratory procedure that
lends itself to model building rather than model testing (Tabachnick & Fidell, 2007). It
also suited the present circumstance since there were grounds for speculating population
differences between students and police as detailed earlier.
Conducting stepwise regressions on both police and student data provided
opportunity to explore distinctions that might reflect population differences likely to
influence prediction of the emotional wellbeing measures. Also it is widely
recommended that statistical regression be cross-validated to counteract the potential for
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capitalising on chance and to examine the replicability of models (e.g. Tabachnick &
Fidell, 2007). Both sets of data were examined in the present regression analyses to
cross-validate the predictive models of emotional wellbeing and to add to the overall
credibility of findings. Procedural steps concerning the full series of stepwise
regressions conducted for the present study are described in Appendix N.

11.3.9 Summary of Stepwise Regression Results for The Brief Dysfunctional Processes
Measure
The results of the stepwise regression analyses based on The Brief
Dysfunctional Processes Measure for Positive Affect, Negative Affect, Depression,
Anxiety and Stress are summarised in Tables 17 to 21 respectively. The tables are
arranged to highlight commonalities and differences between results for the police and
student data. Note that ‘Common Predictors’ refers to dysfunctional process variables
that emerged as significant predictors for the relevant indices of emotional wellbeing
across both samples. ‘Distinct Predictors’ describes dysfunctional process variables that
significantly predicted the relevant emotional wellbeing measures for one but not both
samples. ‘Commonly Excluded Variables’ refers to dysfunctional process variables that
failed to significantly contribute to predicting a particular emotional wellbeing variable
for either police or students.
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Table 17
Summary of Stepwise Regression Analyses of Dysfunctional Process Variables Predicting
Positive Affect for Students Compared with Police
Students (N = 409)

Police (N = 544)

В

SE В

β

В

SE В

β

Poor self-esteem

-.23

.03

-.40***

-.20

.04

-.23***

Difficulty identifying emotions

-.08

.04

-.10*

-.13

.03

-.17***

Experiential avoidance

-.19

.05

-.18***

-.09

.04

-.11*

Dysfunctional Process Variables

Common Predictors

____________________________________________________________________________
Distinct Predictors
Dysfunctional achievement

-.05

.03

-.10*

concerns

____________________________________________________________________________
Commonly Excluded Variables

Thought avoidance
Avoidant problem orientation

В

t

Sig.

В

t

Sig.

.08

1.75

.08

.05

1.06

.29

-.04

-.81

.42

-.06

-1.47

.14

Note. *p < .05. ***p < .001.
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Table 18
Summary of Stepwise Regression Analyses of Dysfunctional Process Variables Predicting
Negative Affect for Students Compared with Police
Students (N = 409)

Police (N = 544)

В

SE В

β

В

SE В

β

Experiential avoidance

.20

.06

.19**

.15

.03

.19***

Avoidant problem orientation

.17

.04

.19***

.20

.04

.21***

Difficulty identifying emotions

.10

.04

.12*

.15

.03

.21***

Dysfunctional Process Variables

Common Predictors

____________________________________________________________________________
Distinct Predictors
Dysfunctional achievement

.09

.03

.12**

Thought avoidance

.10

.04

.11*

Poor self-esteem

.06

.03

.11*

concerns

Note. There were no commonly excluded variables for Negative Affect across samples.
*p < .05. **p < .01. ***p < .001.
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Table 19
Summary of Stepwise Regression Analyses of Dysfunctional Process Variables Predicting
Depression for Students Compared with Police
Students (N = 409)
Dysfunctional Process Variables

Police (N = 547)

В

SE В

β

В

SE В

β

.16

.03

.23***

.16

.02

.30***

Common Predictors
Avoidant problem orientation

____________________________________________________________________________
Distinct Predictors
Experiential avoidance

.17

.04

.21***

Poor self-esteem

.10

.02

.22***

Thought avoidance

.10

.03

.14**

Difficulty identifying emotions

.09

.02

.23***

____________________________________________________________________________
Commonly Excluded Variables

Dysfunctional achievement

В

t

Sig.

В

t

Sig.

.08

1.63

.10

.04

1.01

.31

concerns
**p < .01. ***p < .001.
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Table 20
Summary of Stepwise Regression Analyses of Dysfunctional Process Variables Predicting
Anxiety for Students Compared with Police
Students (N = 409)

Police (N = 547)

В

SE В

β

В

SE В

β

Difficulty identifying emotions

.12

.03

.20***

.07

.02

.21***

Avoidant problem orientation

.11

.03

.17**

.10

.02

.19***

Dysfunctional Process Variables

Common Predictors

____________________________________________________________________________
Distinct Predictors
Experiential avoidance

.20

.04

.27***

____________________________________________________________________________
Commonly Excluded Variables
В

t

Sig.

В

t

Sig.

Thought avoidance

.05

.93

.36

.02

.36

.72

Poor self-esteem

.00

.05

.96

.05

1.18

.24

Dysfunctional achievement

.08

1.69

.09

.06

1.32

.19

concerns
**p < .01. ***p < .001.
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Table 21
Summary of Stepwise Regression Analyses of Dysfunctional Process Variables Predicting
Stress for Students Compared with Police
Students (N = 409)
Dysfunctional Process Variables

Police (N = 547)

В

SE В

β

В

SE В

β

.13

.04

.19***

.21

.03

.26***

Common Predictors
Avoidant problem orientation

____________________________________________________________________________
Distinct Predictors
Experiential avoidance

.23

.05

.26***

Dysfunctional achievement

.10

.03

.17***

.10

.04

.12**

concerns
Thought avoidance
Difficulty identifying emotions

.12

.02

.20***

____________________________________________________________________________
Commonly Excluded Variables

Poor self-esteem

В

t

Sig.

В

t

Sig.

.01

.19

.85

.00

.04

.97

**p < .01. ***p < .001.
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An explication of commonalities and differences that emerged between police and
students in the predictive models will be reserved for the Discussion (section 11.4).
However, some other noteworthy findings will be highlighted here.
Dysfunctional Achievement Concerns and Poor Self-esteem were two of four
significant predictors of Positive Affect for police, as reported in Table 17. However,
neither of these variables predicted any of the negative indices of wellbeing for this
sample. Table 18 results reveal that Negative Affect was predicted by all six variables in
The Brief Dysfunctional Processes Measure for the student sample, although not for the
police.
Experiential Avoidance predicted distinct variance in Positive and Negative Affect
for both samples. Moreover for students it predicted all five indices of emotional
wellbeing. However, it did not predict Depression, Anxiety or Stress for the police.
Instead these indices were uniformly predicted by the same two variables for police,
namely Avoidant Problem Orientation and Difficulty Identifying Emotions. These
variables also significantly predicted Negative Affect for police.
Thought Avoidance failed to predict any of the emotional wellbeing measures for
police. However, it significantly predicted Positive Affect, Depression and Stress for
students. Poor Self-esteem also predicted three indices of wellbeing for students, whilst
Difficulty Identifying Emotions predicted four of the measures. Avoidant Problem
Orientation and Dysfunctional Achievement Concerns predicted all four negative
indices of emotional wellbeing for the student sample.
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11.3.10

Testing for Age and Gender Effects and Exploring their Potential Predictive

Influence on Emotional Wellbeing
Further to establishing the predictive models for the emotional wellbeing variables
based on The Brief Dysfunctional Processes Measure, the student and police data were
subject to both within and between group tests for the effects of age and gender. This
was with a view to controlling for these variables in the predictive equations if required.
A series of univariate analyses of variance was conducted using SPSS 13.0 (SPSS Inc,
2004) testing for the effects of group and gender on the predictor variables that were
confirmed in the stepwise regression analyses, and for interaction effects between
gender and group for both samples.
A Bonferroni correction technique was applied to the analysis, enabling the
confidence intervals and significance levels to be duly adjusted in light of the multiple
comparisons being made. The type III method of partitioning the sum of squares was
employed in the analysis. Note that gender effects and gender and group interaction
effects could not be evaluated for Poor Self-esteem owing to different response scales
having been employed in police and student surveys.
The results of the tests for gender effects on the dysfunctional process variables
for the student and police samples are reported in Table 22. Group F-values reveal a
highly significant group effect for all dysfunctional process variables tested. The student
group obtained significantly higher average scores on all dysfunctional process
variables compared to police when summed across gender, which indicates a general
tendency for students to experience higher levels of psychological disturbance than
police on all dimensions of dysfunctional process tested. A significant gender effect was
found for Avoidant Problem Orientation, with females obtaining higher mean scores
than males on this measure for both samples.
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Table 22
Comparison of Gender Effects for the Dysfunctional Process Variables in the Police
and Student Samples

Student sample
Scale

Mean

SE

Police sample
Mean

SE

Avoidant problem orientation
Males

1.10

.74

.31

.45

Females

1.30

.92

.34

.43

Experiential avoidance
Males

3.75

.65

3.23

.57

Females

3.86

.76

3.23

.55

Difficulty identifying emotions
Males

2.37

.95

1.52

.63

Females

2.40

.91

1.58

.67

Gender
F-value

Group
F-value

4.74*

285.58***

1.04

129.89***

.59

193.03***

.02

21.37***

2.29

195.52***

Dysfunctional achievement
concerns
Males

2.77

.16

2.37

.87

Females

2.73

1.11

2.43

.88

Thought avoidance
Males

3.31

.83

2.38

.86

Females

3.39

.83

2.05

.78

Note. There was no significant gender x group interaction effect for any variable. SE refers to Standard Error.
*p < .05. ***p < .001.
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The absence of a group-by-gender interaction effect for this variable indicated the
gender pattern was consistent for both samples. There was no significant gender effect
or group-by-gender interaction effect found for any other dysfunctional process
variable.
ANOVAs were also conducted on the emotional wellbeing variables to test for the
presence of group, gender and group-by-gender interaction effects for police and student
samples. The relevant results are reported in Table 23. As for all dysfunctional process
variables, the Group F-values revealed a highly significant group effect for all
wellbeing variables. The police group obtained significantly higher average scores for
Positive Affect compared to students when summed across gender, and the reverse
pattern emerged for all four negative indices of wellbeing. These findings indicate a
general tendency for police to experience higher levels of emotional wellbeing than
students on all dimensions tested.
Significant gender effects were found for Positive Affect, with females generally
reporting lower levels of positive affect. This pattern was consistent across groups.
Significant gender effects were also found for Negative Affect and Stress, with females
reporting higher levels of both negative affect and stress compared to males across
groups. There was no significant gender effect for either Depression or Anxiety, and
moreover, there was no significant group-by-gender interaction effect for any emotional
wellbeing measure.
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Table 23
Comparison of Gender Effects for the Emotional Wellbeing Variables in the Police and
Student Samples

Student sample
Scale

Mean

SD

Police sample
Mean

SD

Positive affect
Males

3.55

.72

4.05

.49

Females

3.38

.80

4.03

.48

Negative affect
Males

2.13

.75

1.57

.43

Females

2.35

.78

1.62

.44

Depression
Males

.57

.57

.10

.26

Females

.63

.61

.08

.15

Anxiety
Males

.58

.52

.11

.24

Females

.61

.57

.09

.19

Stress
Males

.88

.60

.26

.35

Females

1.03

.65

.36

.36

Gender
F-value

Group
F-value

4.00*

138.19***

8.89**

191.25***

.18

235.76***

.00

255.31***

10.82**

280.30***

Note. There was no significant gender x group interaction effect for any variable. SD refers to Standard Deviation.
**p < .05 **p < .01 ***p < .001.
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The potential effects of age were explored via a series of bivariate correlations
with pairwise comparisons for the entire set of cognitive and emotional wellbeing
variables. Both parametric and non-parametric tests were conducted and the results
compared, due to the skewed nature of age (police mean age = 29 years, SD = 6.6;
students mean age = 20.91; SD = 5.65). Pearson product-moment correlation
coefficients were obtained for the parametric test. Spearman’s rank order correlation (or
‘rho’) was employed as the non-parametric alternative measure of the strength of
relationship between age and the measured variables. Table 24 reports both the Pearson
and Spearman correlations obtained between age and the dysfunctional process
variables for student and police samples.
The Spearman correlation results were selected as the most appropriate for the
present analysis owing to the data failing to satisfy the normality assumption. The
results showed that for the most part age negatively correlated with all dysfunctional
process variables across both samples, indicating that older people tended to report
lower levels of Negative Avoidant Dysfunctional Processes and conversely, younger
people tended to report higher levels. The exceptions to this trend was that age did not
correlate with Experiential Avoidance in the police sample and nor was it related to
Poor Self-esteem in the student sample.
For the emotional wellbeing variables only one significant correlation was found.
Age negative correlated with Negative Affect for the police sample indicating that
younger police tended to report higher levels of Negative Affect whilst older police
tended to report lower Negative Affect.
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Table 24
Correlations Between Age and the Dysfunctional Process Variables for the Student and
Police Samples
Variables

Pearson’s Correlations

Spearman’s Rho

Students

Police

Students

Police

Dysfunctional achievement concerns

-.09

-.15**

-.10*

-.17**

Difficulty identifying emotions

-.11*

-.08

-.14**

-.11**

Poor self-esteem

-.04

-.11*

.06

-.09*

Thought avoidance

-.10*

-.10*

-.10*

-.11**

Avoidant problem orientation

-.22**

-.09*

-.22**

-.09*

Experiential avoidance

-.18**

-.05

-.15**

-.05

.06

.06

.08

.07

Negative affect

-.10*

-.09*

-.09

-.11**

Depression

-.05

-.12**

-.08

-.07

Anxiety

-.06

-.05

-.10

-.04

Stress

-.02

-.09*

-.02

-.04

Dysfunctional Process Variables

Outcome Variables
Positive affect

Note. **p < .01. *p < .05 (2-tailed).
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Since age and gender differences were shown to affect some of the variables
evaluated in the study, a final series of stepwise regressions was conducted. These
regressions entailed controlling for age and gender by entering these variables into the
regression models for the emotional wellbeing measures for both samples. This was
carried out to test whether age and gender added some unique contribution in predicting
aspects of emotional wellbeing above and beyond that already explained by other
dysfunctional process variables included in the models. An additional aim of this
procedure was to examine whether adding age and/or gender to the predictive models of
wellbeing eliminated any other dysfunctional process variable that had previously been
identified as a significant predictor.
No previously reported significant results became non-significant when age and
gender were entered simultaneously compared to when they were entered separately.
Only two significant findings were obtained overall: age added some new predictive
value to the equation for Stress in students (β = .10, p < .05) and gender added some
new predictive value to the equation for Stress in police (β = -.12, p < .01).

11.4 Discussion
11.4.1 Summary of Aims and Findings
The numerous statistical procedures involved in the confirmatory factor analysis
were primarily undertaken to test the replicability of the initial model, and moreover to
ascertain the optimal model of dysfunctional processes based on the measures included
in the Dysfunctional Processes Survey. The extensive series of regression analyses in
Study Two sought to determine the best predictive models of the emotional wellbeing
variables based on the optimal model of dysfunctional processes. Accordingly, this
discussion will centre primarily on the implications of key findings that speak directly
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to the aims of the second study. Additionally, comparisons and contrasts between
findings for the student and police data will be discussed as they relate to overall
implications of findings.
The main finding of Study Two was that the initial model indicated by the
exploratory factor analysis was a somewhat less than optimal fit to the police data.
Upon further investigation a more parsimonious model was discovered that fit better to
both the police and student data relative to the initial model. Moreover, the improved
model also was considerably more concise than the initial model, whilst maintaining
good to excellent levels of factor representation (Comrey and Lee, 1992).
The model that emerged in Study Two consisted of an overarching factor,
Negative Avoidant Dysfunctional Processes and six lower order dysfunctional process
variables. These included Dysfunctional Achievement Concerns, Thought Avoidance,
Poor Self-esteem, Difficulty Identifying Emotions, Avoidant Problem Orientation and
Experiential Avoidance. Experiential Avoidance was included in the final model,
following regression analyses results that indicated it was a pervasive and highly
significant predictor of emotional wellbeing.
Modest intercorrelations were found between the dysfunctional process
variables indicating that they had an adequate degree of correspondence and uniqueness
to render them distinct but related. Similar findings emerged for the correlations
between the emotional wellbeing measures. Additionally, the dysfunctional process
measures significantly related to the emotional wellbeing variables. This was borne out
by the results of the correlation analyses and also the various multiple regression
analyses.
Specifically, all six variables in The Brief Dysfunctional Processes Measure
significantly contributed to predicting the indices of emotional wellbeing. Some
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variables were more consistent predictors than others, namely Avoidant Problem
Orientation, Difficulty Identifying Emotions and Experiential Avoidance. Age and
gender significantly contributed to predicting Stress.
A number of group differences emerged in the findings for Study Two. The
mean age of police was significantly higher than for students, and there were also
significant gender differences in the samples. The student sample had a significantly
greater number of females than males, whilst the police sample had significantly more
males than females. Students tended to score higher on all Negative Avoidant
Dysfunctional Processes measures and all negative indices of emotional wellbeing,
whilst reporting significantly lower levels of positive affect compared to the police.
Students tended to give a broader range of responses to the measures compared
to police, as indicated by consistently larger standard deviations obtained for both the
dysfunctional process and emotional wellbeing measures. Internal consistency of all
measures ranged from good to excellent for both samples except for the Acceptance and
Action Questionnaire, which had considerably lower reliability than other measures and
notably more so for police than students. Nonetheless it was a very consistent predictor
of emotional wellbeing.

11.4.2 Implications of Findings
From the multitude of alternative models tested, the final Brief Dysfunctional
Processes Measure was the optimal model of the structure of dysfunctional process
variables. This raises several important implications. Firstly, in agreement with the
findings from Study One it suggests that key dysfunctional process variables examined
in the present investigation for the most part appear to be distinct constructs. Six of the
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seven measures administered in the original Dysfunctional Processes Survey were
represented in The Brief Dysfunctional Processes Measure.
The only measure excluded entirely from The Brief Dysfunctional Processes
Measure was Difficulty Describing Emotions. It is possible that this omission may
partially be explained by the inclusion of Difficulty Identifying Emotions, which may
have accounted for variance that might have otherwise been explained by Difficulty
Describing Emotions. This suggestion is supported by previous research that indicates
substantial overlap in these measures and evidence that they tend to predict similar
aspects of emotional wellbeing (Ciarrochi & Scott, 2006; Ciarrochi et al, 2003).
Notwithstanding this, the markedly reduced number of items used to represent
each variable in The Brief Dysfunctional Processes Measure suggests that the standard
instruments conventionally used to measure the variables may be unnecessarily
protracted when several aspects of dysfunctional process are examined in combination.
The unexpected conciseness of The Brief Dysfunctional Processes Measure potentially
has numerous advantages in terms of utility and ease of administration, without loss of
meaningful information.
The finding of small to medium intercorrelations between the dysfunctional
process variables in The Brief Dysfunctional Processes Measure supports what is
already suggested in the literature and research, namely that all the measures are related
to emotional wellbeing. The strength of relationships indicated by the correlations
amongst dysfunctional process variables implied adequate agreement and separation
between variables to assume that there was sufficient commonality and distinction to
justify independent representation of the factors in The Brief Dysfunctional Processes
Measure.
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Another aspect of the confirmatory factor analysis that warrants comment is that
the goodness-of-fit results obtained for the various models tested in Study Two
demonstrated remarkable consistency across the police and student samples. From this
it appears that the less than optimal fit of the initial model to the police data obtained
was not attributable to characteristics peculiar to that sample, but instead reflects an
inherent complexity in the key dysfunctional process variables. This finding is in
keeping with research and literature that points to the multifaceted nature of each of
these constructs. The converging pattern of structural equation modelling results across
samples also reflects the presence of a common latent factor structure for the
dysfunctional process variables.
The predictive equations for each emotional wellbeing variable extracted from
The Brief Dysfunctional Processes Measure elicited a wide range of findings. Some
consistencies emerged across the two samples and common predictors were found for
all five emotional wellbeing variables. Avoidant Problem Orientation performed most
consistently across samples. It was a highly significant predictor of all four negative
indices of wellbeing in both groups and it did not predict Positive Affect for either. This
finding raises speculation as to why Avoidant Problem Orientation might be such a
pervasive predictor of negative aspects of wellbeing. It is possible that it may be due to
problem challenges being globally inherent in everyday living (D'Zurilla & Nezu,
1990a). Also the tendency to avoid problems and private experiences evoked in their
presence may negatively affect multiple aspects of wellbeing in the general population
as indicated by previous research (e.g. Ciarrochi & Scott, 2006; D'Zurilla et al., 2003;
D'Zurilla & Nezu, 1990a).
It also stands to reason that effective problem orientation might be an especially
sought after and valued quality in policing, given that previous research has found that
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police agencies reinforce the image of police officers as being logical, rational and
reasoned decision makers (Haarr & Morash, 2005). Other previous research also speaks
to the significant relationship between problem orientation and wellbeing in police. The
tendency to use avoidant methods of coping is identified as a serious problem in police
officers and moreover, has been shown to negatively impact on work performance and
commitment in this population (Davey, 2001; Lennings, 1995; Martin, Blum, & Roman,
1992; McNeill, 1996; Richmond, Kehoe, Hallstone, Wodak, & Uebel-Yan, 1999;
Richmond, Wodak, Kehoe, & Heather, 1998).
In contrast, a direct approach in dealing with problems has been found to be more
effective for police officers in reducing emotional and psychological distress and
resolving problematic situations, and it is a sought after quality in police recruitment
(Anshel, 2000; Carver, Scheier, & Weintraub, 1989; Evans, Coman, Stanley, &
Burrows, 1993; Haarr & Morash, 2005; Murray, 2002; Patterson, 1999).
It is likely that effective problem orientation is similarly an important skill in
psychology students, given their exposure to multiple sources of problem-solving
challenges such as pressure of deadlines, time constraints, self-directed learning, and
juggling educational demands with social, emotional and financial pressures (Cahir &
Morris, 1991). It seems plausible that an individual’s problem orientation style may
play a vital role in predicting wellbeing whether they are a student, police officer or part
of the wider population (D'Zurilla et al., 2004). The present findings also suggest the
more weighty influence of Avoidant Problem Orientation sits with negative rather than
positive aspects of wellbeing. Potential gender differences in this variable warrant
further exploration.
Difficulty Identifying Emotions significantly predicted all five indices of
emotional wellbeing in the regression equations, which suggests that it may be a
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pervasive predictor of disturbance and wellbeing. It predicted all five measures of
emotional wellbeing for the police sample, and commonly predicted Positive Affect,
Negative Affect and Anxiety across samples. These results support previous findings of
a predictive relationship between Difficulty Identifying Emotions and emotional
wellbeing (e.g. De Berardis et al., 2007; Kosten et al., 1992; Speranza et al., 2007).
They are also in line with research that indicates Difficulty Identifying Emotions has a
stronger relationship with wellbeing than Difficulty Describing Emotions which was
excluded from model of the structure of dysfunctional processes (e.g. De Gucht &
Heiser, 2003; Kronholm et al., 2007).
Difficulty Identifying Emotions was a particularly potent predictor of wellbeing
for the police sample. Previous findings show that a significant proportion of police
avoid divulging or discussing feelings with colleagues, so as to avoid distressing
emotions (Evans et al, 1993). Furthermore, this practise is thought to be indicative of an
entrenched tendency in police culture to refrain from speaking about one’s emotions
(Evans et al., 1993). It is possible that the tendency to avoid talking about emotions may
be reciprocally or causally related to difficulty identifying emotions, which in turn
negatively impacts on emotional wellbeing.
Research also indicates that police officers often seek to regulate and suppress
emotion so as avoid being perceived as weak and lacking in masculinity (Brown &
Campbell, 1994; Haarr & Morash, 2005; Lowenstein, 1999; Woody, 2006). Moreover,
the perceived importance of upholding a ‘tough’ persona in policing is instilled at the
outset of a police career, in that new officers are strongly socialised through both
training and field experience to appear staunch and to suppress or conceal emotions
(Pogrebin & Poole, 1991; Violanti, 1996, 1999). The widespread negative effects of
emotion suppression on emotional wellbeing have been extensively documented and
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help explain the strong predictive link between Difficulty Identifying Emotions and
emotional wellbeing found in the present investigation (e.g. Gross & John, 2003;
Kashdan & Breen, 2008).
Overall the dysfunctional process measures and measures of emotional wellbeing
demonstrated good to excellent levels of reliability, which bears out the breadth of
previous research that attests to the robust psychometric properties of these instruments.
The exception was the Acceptance and Action Questionnaire, which had notably lower
reliability than all other dysfunctional process measures. Nonetheless it demonstrated
small to modest correlations with the dysfunctional process and wellbeing measures.
Moreover, the Acceptance and Action Questionnaire significantly predicted all five
indices of emotional wellbeing, which suggests it may be a pervasive and distinct
predictor of psychological disturbance and wellbeing. This finding is in line with
previous research that has demonstrated experiential avoidance is a transdiagnostic
process, based on the culmination of research across multiple disorder-specific
populations (Harvey et al, 2004).
The 9-item Acceptance and Action Questionnaire is still in the process of
development. This may in part account for its low internal consistency in this study.
More recently a newer version of the Acceptance and Action Questionnaire has been
published that demonstrates improvements in both reliability and validity compared
with the version used in the present investigation (Bond et al., submitted). The overall
pattern of results for the Acceptance and Action Questionnaire also suggest that it is a
relatively heterogeneous measure and this too has been observed in previous research
and literature (Hayes, Strosahl et al., 2004).
Experiential Avoidance was a highly significant predictor of all emotional
wellbeing variables for the student sample and it predicted unique variance in Positive
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Affect and Negative Affect in the police sample. These findings are consistent with
previous research that indicates that Experiential Avoidance may influence emotional
wellbeing in non-clinical populations (e.g. Bond & Bunce, 2003; Ciarrochi et al., 2005).
The more consistent performance of the Acceptance and Action Questionnaire in
predicting wellbeing for the student sample compared to police may reflect genuine
sample differences. These might also be reflected in significantly higher levels of
Depression, Anxiety and Stress being reported by students relative to the police. It may
be that the police sample included fewer individuals prone to depression, anxiety and
associated symptoms compared to students, since police undergo stringent
psychological screening as part of recruitment.
The finding that both Experiential Avoidance and Difficulty Identifying Emotions
predicted all measures of emotional wellbeing imply that these variables significantly
impact on both positive and negative aspects of emotional wellbeing. A remarkably
consistent pattern for the police emerged in that Avoidant Problem Orientation and
Difficulty Identifying Emotions predicted all four negative indices of emotional
wellbeing and exclusively for Depression, Anxiety and Stress. This suggests that these
dysfunctional process measures may be particularly relevant to police, and exert a
similar influence on various negative aspects of emotional wellbeing for this group.
In general, the findings from the multiple regressions revealed that the overall
predictive performance of Avoidant Problem Orientation, Experiential Avoidance and
Difficulty Identifying Emotions was more consistent than Poor Self-esteem,
Dysfunctional Achievement Concerns and Thought Avoidance. It is possible that the
core aspects of the less pervasive predictor variables were imbedded in the three
dysfunctional process variables that emerged as the most consistent predictors.
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Both Thought Avoidance and Dysfunctional Achievement Concerns failed to
commonly predict any measure of emotional wellbeing. From this it seems that they are
the least essential variables in The Brief Dysfunctional Processes Measure. Further
research might explore whether omitting these two dysfunctional process variables from
the model results in a minimal decrease in predictive accuracy that is outweighed by the
advantage of further abridging the measure. Poor Self-esteem rated as the strongest
predictor in the model for Positive Affect across both samples, with low scores on Poor
Self-esteem predicting high levels of Positive Affect. A partial explanation for this
finding may be that all items that represented Poor Self-esteem in The Brief
Dysfunctional Processes Measure were positively worded. This may have facilitated a
stronger association between Poor Self-esteem and Positive Affect as opposed to
negative aspects of wellbeing. Moreover, intuitively it seems logical to presume that
feeling good about oneself is likely to promote positive emotional states generally.
Another interesting finding was that Dysfunctional Achievement Concerns did not
predict Depression or Anxiety for either sample. This is despite previous research
indicating a specific relationship between Dysfunctional Achievement Concerns and
these conditions (e.g. Blatt et al., 1995; Clark & Steer, 1996; Vogel et al., 2000). These
findings do not suggest that this variable is not relevant to wellbeing. Rather it may
overlap with the other dysfunctional process variables and thus not be distinct from
them. Alternatively, perhaps specific aspects of perfectionism that are most relevant to
wellbeing might not be well captured by Dysfunctional Achievement Concerns scale.
It is possible that multidimensional measures of perfectionism might better
illuminate specific relationships between aspects of perfectionism and particular indices
of wellbeing than the Dysfunctional Achievement Concerns scale. Some such measures
have been developed in line with conceptualisations of perfectionism as a
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multidimensional construct, for instance the Multidimensional Perfectionism Scales
(Frost, Marten, Lahart, & Rosenblate, 1990; Hewitt & Flett, 1989). Evidence to date
supports a distinction between positive and negative dimensions of perfectionism, often
labelled adaptive and maladaptive perfectionism, and their differential relationships
with wellbeing (Gotwals, Dunn & Wayment, 2003; Rice, Ashby, & Slaney, 1998).
Adaptive perfectionism, as reflected in high personal standards and need for
order or organization, has been found to correlate with positive affect but not depression
and negative affect (Frost et al, 1993). Maladaptive perfectionism, which includes
excessive concerns about making mistakes and doubts about one's behaviour, has been
associated with other dysfunctional process variables and linked to depression and
negative affect (Ashby & Rice, 2002; Frost, Heimberg, Holt, Mattia & Neubauer, 1993;
Gotwals et al, 2003).
Avoidant Problem Orientation emerged as a highly significant predictor of
Depression for police and students alike suggesting that this variable is potentially a
more potent influence on depression than Dysfunctional Achievement Concerns.
Previous research also has found a strong predictive relationship between Avoidant
Problem Orientation and depression (e.g. Haugh, 2006; Londahl et al., 2005).
Avoidant Problem Orientation also emerged as a robust predictor of Anxiety and
Stress for both samples. Previous research and literature implicates Avoidant Problem
Orientation as a core factor underpinning anxiety (e.g. Dugas et al., 1998). It is possible
that Avoidant Problem Orientation accounted for variance in Depression and Anxiety
above and beyond that otherwise explained by Dysfunctional Achievement Concerns.
Exploring the replicability of present findings concerning Dysfunctional
Achievement Concerns is warranted. It might be useful to examine clinical populations
and perhaps to also use clinically specific measures of wellbeing such as the Beck
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Depression Inventory (Beck, Steer, & Brown, 1996) or Beck Anxiety Inventory (Beck
& Steer, 1990) to compare with results obtained using the Depression, Anxiety and
Stress Scales.
In the introductory chapter of this thesis a distinction was made between content
and context focused dysfunctional process measures. It is notable that the two contentfocused measures included in the present investigation, namely Dysfunctional
Achievement Concerns and Poor Self-esteem, were amongst the least consistent
predictors of the various emotional wellbeing measures. This is notwithstanding that
they were related to wellbeing. These findings suggest that variables that represent
specific cognitive content may be generally less influential predictors of disturbance and
change in comparison to variables that reflect more global psychological processes. This
idea has been argued in ACT, and empirical evidence supports it (e.g.Hayes, 2004b;
Hayes, 2005; Lappalainen et al., 2007). Further exploration of this hypothesis beyond
on the present findings is indicated.
The negative indices of emotional wellbeing were predicted by just three
dysfunctional process variables for the police, namely Avoidant Problem Orientation,
Experiential Avoidance and Difficulty Identifying Emotions. Moreover, the
contribution of these predictors was highly significant across the board for this sample.
This suggests that these variables alone account for a substantial amount of variance in
levels of police wellbeing.
The finding that students reported higher levels of Negative Avoidant
Dysfunctional Processes and lower levels of emotional wellbeing than police on all
measures may indicate genuine population differences between police and students.
This may be partly explained by the fact that police recruits had been subject to
extensive psychological screening to aid the selection of individuals that report high
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levels of psychological health and effective functioning (Murray, 2002). The finding
might also be influenced by age differences in the samples, given the older mean age of
police compared to students, and some evidence that psychological disturbance tends to
be higher in early adulthood than in middle age (Hunt, Sweeting, Keoghan, & Platt,
2006).
Alternatively the findings of higher disturbance in the student group may be
confounded by other sample differences. It seems feasible to suggest on the basis of
their elected area of study psychology students might be inclined to be especially
attuned to their private experiences relative to other groups, and perhaps more open and
willing to endorse indicators of psychological disturbance than police in particular.
In contrast, research indicates that the police culture supports behaviour that
reflects emotional avoidance and repression, and that promotes a rational and nonemotional persona (Alkus & Padesky, 1983; Brown & Campbell, 1994; Copes, 2005;
Davey, Obst, & Sheehan, 2001; Pogrebin & Poole, 1991). Additionally, it is reported
that socialisation to the police force increases officer suspicion and cynicism about their
social environment (Masip, Alonso, Garrido, & Anton, 2005; Reiner, 1992). It is
possible that such feelings might arise in the social context where police officers were
asked to complete the Dysfunctional process Survey in a workplace setting and in the
company of colleagues and superiors. Consequently, this may have deterred police from
endorsing item responses that might be indicative of psychological disturbance.
Demographic differences reported in the student and police samples follow
general populations trends reported in other research. Higher proportions of females in
the student sample reflect that undergraduate psychology courses predominantly consist
of female students (University of Wollongong, 2010). Conversely the lower proportion
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of female police in the sample aligns with reports that females account for less than
20% of the Australian police population (Boni, Adams, & Circelli, 2001).
The finding that the mean age of police was significantly higher than the mean age
of student also aligns with previous findings. Approximately two thirds of psychology
students commence study immediately following their final year of high school
(University of Wollongong, 2010), whilst a large proportion of police trainees pursue
other vocations and/or tertiary education in between finishing school and joining the
service (NSW Police Force, 2010).
Some possible implications of gender differences found in this study warrant
mention. The findings that females had significantly higher mean scores for Negative
Affect and Stress and lower Positive Affect scores compared to males across both
samples may reflect true gender differences in emotional wellbeing. It is possible that
females generally tend to experience lower levels of emotional wellbeing than males, as
reported in previous research (e.g. Casper, Belanoff, & Offer, 1996; Klonoff, Landrine,
& Campbell, 2000; Nolen-Hoeksema, Larson, & Grayson, 1999). This gender
difference has been attributed to numerous factors, such as females tending to
experience a higher incidence of life stressors than males, including gender-specific
stressors. Females also tend to have a generally report a poorer sense of mastery
(Klonoff et al., 2000; Nolen-Hoeksema et al., 1999).
It is also possible that other factors related to gender differences may have affected
the findings for gender in the present study. For instance, previous research has shown
that men tend to feel more exposed and vulnerable than women and experience greater
difficulty disclosing information about strong emotions (Ferguson, Eyre, & Ashbaker,
2000; Johnson, 2001). Additionally, males tend to underreport psychological
disturbance and this has been attributed to the social undesirability for males in
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particular to admit to experiencing mental health problems (Allen-Burge, Storandt,
Kinscherf, & Rubin, 1994; Vredenburg, Krames, & Flett, 1986).
All these factors may have impeded frank responding from males in the present
survey and thus help explain the general trend for males to report less psychological
disturbance and greater wellbeing than females. If so, this would also help illuminate
why students reported higher disturbance and lower wellbeing compared to police,
given that the police sample was predominantly male and the student sample was
predominantly female.
The finding that Avoidant Problem Orientation was higher for females than males
in both groups is in line with previous research that indicates that males are more
inclined toward a positive problem orientation and to proactively face problems
compared to females (D'Zurilla et al., 2004). With regard to age, a generally uniform
pattern of negative correlations between age and the dysfunctional process measures
across samples indicates that psychological processes may be inclined to become more
adaptive between youth and middle age, which is in line with previous findings
(D'Zurilla et al., 2004). Despite finding significant differences in age and gender across
samples, these variables had virtually no impact on the prediction of emotional
wellbeing, suggesting that the dysfunctional process variables predict variance in
wellbeing above and beyond that accounted for by age and gender.
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11.5 Conclusions
The findings of the confirmatory factor analysis concur with those from Study
One in that they indicate a substantial degree of distinctiveness in the key dysfunctional
process measures. However, they provide an alternative optimal model of the structure
of the dysfunctional process variables, depicted by The Brief Dysfunctional Processes
Measure. This model consists of an overarching factor and six lower order variables. It
is remarkably concise given the purported inherent complexity of the constructs
incorporated in it.
The findings from the correlation and regression analyses in Study Two accord
with previous research that implicates a predictive relationship between each variable in
The Brief Dysfunctional Processes Measure and emotional wellbeing. Additionally,
group differences in age and gender were examined, but these variables were found not
to have any substantial unique contribution to predicting emotional wellbeing. Further,
the analyses illuminated the most consistent predictors of emotional wellbeing across
the divergent samples, which were Avoidant Problem Orientation, Experiential
Avoidance and Difficulty Identifying Emotions.
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12

CHAPTER TWELVE

Summary of Findings and Their Implications

12.1 Summary of Investigations & Findings
It is widely observed that despite many dysfunctional process variables being
hypothesized as mediators of disturbance and wellbeing in CBT, a notable dearth of
research has examined these variables concurrently. This has resulted in a lack of
understanding to date as to how these variables may relate to one another, and
moreover, the extent to which they uniquely predict wellbeing. The two studies reported
in the preceding chapters represent an attempt to begin to redress this gap in current
research and understanding.

12.1.1 Summary of Study One
The first study reported in Chapter 10 involved an exploratory factor analysis of
seven key dysfunctional process measures. It examined their degree of potential overlap
and redundancy using data obtained from a group of undergraduate psychology
students. From this analysis a preliminary model of the latent structure of the
dysfunctional process measures was formed. The results of the exploratory factor
analysis largely indicated that the dysfunctional process measures were minimally
redundant.
The initial model of dysfunctional processes contained factor representations of all
measures included in the exploratory factor analysis except for the Acceptance and
Action Questionnaire. It indicated that the structure of dysfunctional processes was best
captured by seven variables. It also depicted an overarching construct labelled Negative

235

Avoidant Dysfunctional Processes in accordance with the key themes of items that
formed the factors. Two separate factors were derived from one of the original
measures, the Dysfunctional Attitude Scale. They were labelled Dysfunctional
Achievement Concerns and Dysfunctional Interpersonal Concerns in keeping with their
central themes. The other factors were labelled Difficulty Identifying Emotions, Poor
Self-esteem, Thought Avoidance, Difficulty Describing Emotions and Avoidant
Problem Orientation. Small to medium correlations found between the variables in the
model of dysfunctional processes further indicated that the factors represented related
yet separate constructs.

12.1.2 Summary of Study Two
The initial model from Study One was tested for replicability in a second study, in
accordance with standard recommendations for conducting high quality exploratory
factor analysis (Cattell, 1978). Additionally, the second study further explored the
possibility that each variable in the model may uniquely contribute to predicting aspects
of emotional wellbeing.
Study Two reported in Chapter 11 involved a confirmatory factor analysis using
structural equation modelling. It tested whether the initial model from Study One
replicated as the best fitting model on a data set obtained from NSW police trainees, or
alternatively whether a more parsimonious model of the structure of dysfunctional
process could be achieved. The fit of various models to this data was compared with the
goodness-of-fits achieved for the student data. Additionally, Study Two went on to
explore the predictive relationships between the variables in the optimal model of
dysfunctional processes with measures of emotional wellbeing, using both police and
student data.
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Study Two produced a more parsimonious model of the latent structure of the
dysfunctional process variables. It superseded the goodness-of-fit of the initial model
for both samples. The superior model was named The Brief Dysfunctional Processes
Measure. It consisted of six dysfunctional process variables, again linked by an
overarching factor, Negative Avoidant Dysfunctional Processes. The lower order factors
included Dysfunctional Achievement Concerns, Difficulty Identifying Emotions, Poor
Self-esteem, Thought Avoidance, Avoidant Problem Orientation and Experiential
Avoidance.
The Acceptance and Action Questionnaire fit poorly in the Study One factor
analysis, failing to load on any individual factor. Due to its distinctiveness in Study
One, the Acceptance and Action Questionnaire was further examined in Study Two for
whether it predicted distinctive variance in well-being. Findings indicated that the
Acceptance and Action Questionnaire was a significant and pervasive predictor of
emotional wellbeing. Hence it was included in The Brief Dysfunctional Processes
Measure. The measure consisted of 33 items in total, marking a substantial reduction in
number of items relative to the initial model without affecting any loss of accuracy.
Group differences were also explored in Study Two and it was observed that the
students tended to report higher levels of Negative Avoidant Dysfunctional Processes
and lower levels of emotional wellbeing than police. Overall, females scored
significantly higher on two negative markers of wellbeing relative to males and reported
significantly lower levels of positive affect. Significant gender differences were found
for only one dysfunctional process variable, namely Avoidant Problem Orientation.
Females tended to report higher levels of Avoidant Problem Orientation than males
across groups.
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Multiple regression analyses conducted in Study Two examined which variables
from The Brief Dysfunctional Processes Measure uniquely predicted aspects of
emotional wellbeing, namely Positive Affect, Negative Affect, Depression, Anxiety and
Stress. Overall, the findings revealed that all dysfunctional process variables
significantly contributed to predicting some aspects of emotional wellbeing even after
controlling for gender and age. Although the pattern of predictors varied somewhat
across the samples and the measures of emotional wellbeing, three particular
dysfunctional process variables proved to be notably consistent and pervasive
predictors. These were Experiential Avoidance, Avoidant Problem Orientation and
Difficult Identifying Emotions.

12.2 Implications of Key Findings
Overall the findings suggest that the dysfunctional process variables evaluated
concurrently in the present investigation are related yet largely distinct, and exhibit a
minimal degree of redundancy. Moreover, the variables included in The Brief
Dysfunctional Processes Measure uniquely contribute to predicting unique aspects of
wellbeing. These relationships persist even after controlling for other dysfunctional
process variables and for age and gender.
A wealth of previous research and literature points to the probable role of these
dysfunctional process variables in mediating disturbance and wellbeing. The present
findings lend support to this body of research by demonstrating that each variable in
The Brief Dysfunctional Processes Measure explains variance in wellbeing that is not
predicted by the other variables. Additionally, the findings indicate that Negative
Avoidant Dysfunctional Processes generally influences emotional wellbeing, and
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factors subsumed under this construct predict variance in wellbeing over and above that
account for by the general factor.
The finding of negativism and avoidance as core elements of the factors retained
indicates that the dysfunctional process measures broadly align with and seek to
quantify core components of CBT theory. Negative thinking is a core variable targeted
in traditional CBT and experiential avoidance is a core process targeted in some newer
CBT approaches (e.g. Beck et al., 1979; Hayes et al., 1999). Generally speaking, all
CBT approaches tend to address theoretical and therapeutic implications of both
negative and avoidant cognitions.
Many consistencies emerged in the predictive relationships between The Brief
Dysfunctional Processes Measure variables and the emotional wellbeing measures
across samples. As already noted, several dysfunctional process variables predicted
unique variance in aspects of wellbeing more consistently than others. Poor Self-esteem
and Dysfunctional Achievement Concerns were two of the less pervasive predictors of
wellbeing to emerge in the findings. These variables both focus on content-specific
aspects of cognition, and for this reason they may be less universal predictors of
emotional wellbeing relative to context-focused variables.
Thought Avoidance was also found to be a less consistent predictor of wellbeing
despite being a context-focused dysfunctional process variable. A possible explanation
for this finding is that variance in emotional wellbeing that might otherwise have been
explained by Thought Avoidance was accounted for by Experiential Avoidance in the
predictive equations. This might partly explain why it did not emerge as a pervasive
predictor despite being related to emotional wellbeing in general. Moreover this
explanation is supported by literature that frames thought suppression as a dimension of

239

Experiential Avoidance, and emphasizes the latter as a generic construct that reflects
multiple behavioural tendencies (Hayes et al, 2004).
Notwithstanding the many common findings across samples, there were also
variations in the subset of dysfunctional process variables that emerged as significant
predictors across the different samples. This suggests that perhaps some dysfunctional
process variables are relevant to everybody, whilst others may be more relevant to some
populations than others. For instance, in the present findings Avoidant Problem
Orientation was a pervasive predictor of negative wellbeing for both samples. This
variable may well be relevant to all populations owing to problem challenges being
globally inherent in everyday living (D'Zurilla & Nezu, 1990a).
Difficulty Identifying Emotions provides an example of a variable that may be
more relevant to some samples than others, in that the current findings showed it was a
particularly potent predictor for the police sample. This may be because it directly
relates to a widely documented culture of emotion suppression in the police force and a
general tendency to refrain from speaking about emotions (Evans et al., 1993). In
contrast Thought Avoidance did not predict any aspect of wellbeing for police. This
may be an example of a variable that is relevant to some samples but not others. Perhaps
The Brief Dysfunctional Processes Measure may be used in future to identify what
variables are most relevant to a particular sample and to design interventions that target
those variables.
Variations in the subset of dysfunctional process variables that emerged as
significant predictors of Positive Affect and Negative Affect for students and police
may have been confounded by inconsistent instructions that accompanied the PANAS
across the samples. In Study One, students were prompted to reflect on their mood state
over the preceding month, whereas in Study Two, police were instructed to respond on
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the basis of general (or trait) affective tendencies. Accordingly, both commonalties and
differences in response patterns that emerged for the police and students on the PANAS
may have been affected by the divergent instruction sets administered. In the same way
this inconsistency may have affected the commonalities and differences observed in
predictive models for Positive Affect and Negative Affect across samples.
The finding that the optimal model of the structure of dysfunctional process
variables was condensed to a 33-item measure from the original pool of 87 items has
several practical implications. The Brief Dysfunctional Processes Measure shows
promise as a basis for the development of a succinct self-report instrument that taps into
numerous key dimensions of cognition. It has the advantages of both brevity and scope.
It may potentially be used to establish a basic and individualised profile of elements of
individual dysfunctional process that potentially underpin disturbance and change. A
valid area of further research beyond the present study may involve development and
refinement this measure. Additionally, implementation and evaluation of such a
measure in intervention research may illuminate the extent of its utility.

12.3 Implications for CBT and Psychotherapy Practice
Several implications for CBT practice and the application of psychotherapy more
broadly emerge from the findings of the present investigation. They may apply to both
clinical and non-clinical contexts. The Brief Dysfunctional Processes Measure can be
used to aid case conceptualization, to identify core targets for intervention, to guide
treatment planning, to track progress in therapy and to evaluate outcomes.
Specifically, the measure may be administered to clients at the outset of treatment
to help identify the particular type of cognitive experiences the client may struggle with.
Also, re-administering the measure throughout the course of treatment my provide a
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guide to treatment progress and inform the most effective course of further intervention.
For example if a client reports experiencing high levels of experiential avoidance then
therapy may focus on undermining avoidance and teaching psychological acceptance
skills with a view to reducing disturbance and improving wellbeing (Hayes et al, 1999).
The Brief Dysfunctional Processes Measure also provides opportunity to examine
similarities and differences in patterns of responding across different diagnostic groups,
and also between clinical and non-clinical groups. The measure may also facilitate
comparison across types of therapy. Since The Brief Dysfunctional Processes Measure
utilizes core cognitive constructs that are central to many therapy approaches, it might
be useful to administer it across different approaches and to compare how treatments
differ in terms of the cognitive processes they change.
The present findings also suggest that the particular aspect of emotional wellbeing
that a client reports experiencing difficulty with may also guide what particular aspects
of dysfunctional process should form the targets for change in therapy. For example, if a
client is experiencing high levels of stress, then one reason for this may be that they are
viewing their personal problems as threats that must be avoided. Therapy might then
focus on assisting the client to accept problems and effectively deal with them instead
of avoiding them, with a view to affecting a reduction in stress (Hayes et al, 1999).

12.4 Limitations
A number of limitations to the present investigation are worth highlighting, and
some of these inform the possibilities for future research. First, although the fit of the
optimal model of dysfunctional processes was remarkably consistent across samples,
further exploration of the replicability of findings using other samples is required.
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Each of the studies used self-report questionnaires, and it is always difficult to
determine the relationship between participants’ responses and their actual behaviour.
Since self-report questionnaires using endorsement strategies are subject to response
bias it may be more informative to use them in combination with other types of
measures, such as implicit measures, behavioural measures, and/or reports from others
such as partner, peer and/or work supervisor (Jarrett et al., 2007, p. 442).
The unintentional use of divergent rating scales for the Self-Esteem Scale across
Study One and Study Two affected a number of limitations concerning findings for this
measure. In particular, the inconsistency in scales precluded the opportunity for
meaningful comparison of results to be made across samples for this measure.
Specifically, the initial findings for the Self-Esteem Scale from the exploratory factor
analysis could not be examined for replicability in the confirmatory factor analysis.
In the same way, the use of different instruction sets for the PANAS across
Studies One and Two limits the interpretability of results for this measure across
samples. Research suggests that instructions to reflect on feelings over the preceding
month as used in Study One are likely to tap into affective state, whilst the instruction
to reflect more generally on what “best describes YOU” as occurred in Study Two is
more inclined to elicit trait-affect tendencies (Watson & Clark, 1994). To this end it
could be argued that in Study Two the PANAS might be more aptly conceptualised as a
control variable rather than an outcome variable.
Furthermore, it is possible that treatment of Negative Affect as a unidimensional
construct in the present investigation may have limited interpretation of findings to
some extent. Although the Negative Affect scale was designed as a general dimension
of distress, some research suggests it may comprise of discrete, yet interrelated
components. Specifically, there is evidence that Negative Affect consists of two
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conceptually distinct emotion factors, namely feeling ‘Afraid’ and ‘Upset’ (e.g.
Mehrabian, 1997; Killgore, 2000: Gaudreau, Sanchez, and Blondin, 2006). Had these
distinct variables been explored in the present investigation, this may have provided
some information as to which particular dysfunctional process variables uniquely
contribute to predicting these specific aspects of wellbeing.
A number of key constructs were omitted from the present investigation, despite
being widely contended in CBT literature as probable core dysfunctional processes.
Notwithstanding that this was due to constraints as to how many variables could be
concurrently examined without compromising methodological integrity of the research,
the exclusion of certain variables is a notable limitation. Self-focused attention and
rumination are two variables omitted from this study that warrant mention, given that
they have both been implicated as probable transdiagnostic dysfunctional processes
(Harvey et al, 2004).
Self-focused attention refers to one’s awareness of internally generated stimuli
such as sensations, cognitions, and emotions (Ingram, 1990). There is broad evidence
that inflexible self-focused attention may play a causal role in numerous clinical
disorders. These include but are not limited to anxiety and mood disorders,
somatoform, psychotic, and eating disorders (Harvey et al, 2004; Ingram, 1990).
Additionally, meta-analytic findings reveal that high levels of self-focused attention
correspond with negative affect for clinical and nonclinical samples alike (Mor &
Winquist, 2002).
Rumination has also been implicated in a number of clinical disorders.
Rumination is a form of recurrent negative thinking which entails repetitive analysis of
the causes, consequences, and implications of negative events and feelings (Harvey et
al, 2004; Baer, 2007). Research reveals that ruminators tend to believe that analysing
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their problems and shortcomings will facilitate understanding in how to improve their
moods. Yet on the contrary, rumination appears to perpetuate depressed mood (NolenHoeksema, 1991). Rumination has been identified as a common process in anxiety
disorders, pain and sleep disorders, and bulimia (Harvey et al, 2004).
Evidence suggests that both self-focused attention and rumination may play a
causal role in the maintenance of psychological disturbance (Harvey et al, 2004).
However, the extent of overlap and redundancy between self-focused attention,
rumination and other key dysfunctional process measures remains untested. Moreover,
whether these variables uniquely predict emotional wellbeing, and if so to what extent,
still remains to be examined. Future research that focuses on examining these variables
in conjunction with those already tested concurrently might serve to add to findings and
redress some limitations of the present studies.
Some other constructs that have accrued increasing empirical support in recent
years as hypothesized core processes reflect positive aspects of psychological
functioning such as Hope and Mindfulness (e.g. Hayes, Follette, & Linehan, 2004;
Snyder, 2000). Recent literature provides evidence that mindfulness influences
cognitive and behavioural processes that are central to many disorders (e.g. Baer,
2007), which in turn suggests it may globally influence emotional wellbeing. The
present investigation was limited to exploring the relationship between dysfunctional
processes and wellbeing. However, it might be critical to examine constructs that
reflect functional processes when seeking to illuminate key predictors of emotional
wellbeing. In a similar vein, Positive Affect was the only positive dimension of
emotional wellbeing evaluated in the present study relative to four measures of negative
emotional wellbeing. Consequently, the present findings provide limited information
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about the predictive relationship between aspects of dysfunctional process and different
types of positive wellbeing.
Although the present investigation provides some insights into the role of
hypothesized mediators in predicting levels of emotional wellbeing, it involved a crosssectional design. Therefore, the implications of findings are limited by the constraints
inherent in this type of research. For instance, although the present findings provide
strong evidence of the co-occurrence between elevated levels of Negative Avoidant
Dysfunctional Processes and lower levels of wellbeing, it cannot be presumed that the
first precedes the second. Whilst the present studies reveal that the variables in The
Brief Dysfunctional Processes Measure can offer unique predictive power, future
research is needed to determine whether they do this longitudinally and whether the
patterns of prediction are stable across different populations.

12.5 Future Directions
The current findings offer some insight into issues critical to the future of CBT
research and practice, and for clinical psychology more broadly. They contribute to an
area of research that is gathering momentum, directed at increasing understanding of
therapeutic mechanisms. More research that examines hypothesized mediators
concurrently is critical. One important goal of further research of this kind is to facilitate
paring down of the current body of work on the hypothesized mediators to an
empirically manageable and meaningful number of core common factors (Hayes et al,
2006; Harvey et al, 2004).
This investigation has focused on examining the relationship between
dysfunctional process and emotional wellbeing, on the basis of previous research that
has implicated key dysfunctional process variables as probable mediators. Further
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investigations might explore whether the dysfunctional process variables predict
variance in emotional wellbeing longitudinally after controlling for the variance
accounted for baseline measures of the same aspects of wellbeing. This would establish
that the mediator is an antecedent to change in wellbeing.
This research has been constrained to exploring dysfunctional process variables
with a view to illuminating the relationships between individual difference variables
that form the core focus of CBT. Future research might seek to examine factors other
than specific therapeutic ingredients, such as therapist factors (e.g. expertise) and client
factors (e.g. level of social support) or even common factors such as therapeutic alliance
in terms of how they interrelate, and also their relationships with wellbeing (Dimidjian
& Dobson, 2004).
Another possibility for future research in this area might involve exploring how
hypothesized universal mediators relate to indicators of functioning other than
emotional wellbeing. These may include, for example, indices of quality of life, quality
of social relationships, physical wellbeing and work performance (e.g. Baril et al., 2007;
Bond & Bunce, 2003; Wisniewski et al., 2007).
Given that the investigations reported involve psychometric study of hypothesized
mediators and not a direct study of mediation, future causal research based on the
present findings is warranted. This might involve component analyses or mediation
studies that evaluate the direct influence of specific therapeutic strategies designed to
target the cognitive processes represented in The Brief Dysfunctional Processes
Measure. This would provide opportunity to explicitly examine whether therapeutic
gains are directly attributable to changes in dysfunctional process brought about by
therapeutic intervention.
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The key to designing maximally effective psychological interventions is thought
to rest on developing an understanding the mechanisms by which one creates positive
change. For this reason evaluating the mediators of change is considered the key
technical area for contemporary psychology research (Bunce, 1997; Dobson & Khatri,
2000).

12.6 A Final Word
The focus of this thesis has been to explore potential convergence and distinction
between aspects of cognition that have been widely hypothesized to mediate disturbance
and change in CBT, and to examine the extent to which they incrementally predict
emotional wellbeing. The studies reported provide information about potentially
universal mediators that mediation studies in themselves do not necessarily provide.
The question of whether the hypothesized mediators are redundant or independent is
critical to advancing methodologically sound research on the probable mediators.
Illuminating the fundamental causes of psychological disturbance and therapeutic
change requires a preliminary understanding of the interrelationships between the
hypothesized mediators and the extent to which they uniquely predict the targets for
change.
Real progress in CBT research does not lie in evaluating entire CBT packages.
Instead, it is necessary to identify the active ingredients in a package, that is, those
explicit elements that make the package work. Research to this end will help illuminate
the differences and commonalties in the various therapeutic approaches, and stands to
critically inform future directions in psychotherapy.
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Appendix A
The Dysfunctional Attitude Scale (Weissman, 2000)
Totally
Agree

Agree
Very
Much

Agree
Slightly

Neutral

Disagree
Slightly

Disagree
Very
Much

Totally
Disagree

1. It is difficult to be happy unless one is
good looking, intelligent, rich, and creative.

1

2

3

4

5

6

7

2. * Happiness is more a matter of my
attitude towards myself than the way
other people feel about me.

1

2

3

4

5

6

7

3. People will probably think less of me if I
make a mistake.

1

2

3

4

5

6

7

4. If I do not do well at the time, people
will not respect me.

1

2

3

4

5

6

7

5. Taking even a small risk is foolish
because the loss is likely to be a
disaster.

1

2

3

4

5

6

7

6. * It is possible to gain another person’s
respect without being especially
talented at anything.

1

2

3

4

5

6

7

7. I cannot be happy unless most people I
know respect me.

1

2

3

4

5

6

7

8. If a person asks for help, it’s a sign of
weakness.

1

2

3

4

5

6

7

9. If I do not do as well as other people, it
means I am a weak person.

1

2

3

4

5

6

7

10. If I fail at my work, I am a failure as a
person.

1

2

3

4

5

6

7

11. If you cannot do something well, there
is no point in doing it at all.

1

2

3

4

5

6

7

12. * Making mistakes is fine because I
can learn from them.

1

2

3

4

5

6

7

13. If someone disagrees with me it
probably indicates that they do not like
me.

1

2

3

4

5

6

7

(table continues)
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Appendix A
The Dysfunctional Attitude Scale (Weissman, 2000)
Totally
Agree

Agree
Very
Much

Agree
Slightly

Neutral

Disagree
Slightly

Disagree
Very
Much

Totally
Disagree

14. If I fail partly, it is as bad as being a
complete failure.

1

2

3

4

5

6

7

15. If other people know what you are
really like, they will think less of you.

1

2

3

4

5

6

7

16. I am nothing if a person I love doesn’t
love me.

1

2

3

4

5

6

7

17. * One can get pleasure from an
activity regardless of the end result.

1

2

3

4

5

6

7

18. People should have a chance to
succeed before doing anything.

1

2

3

4

5

6

7

19. My value as a person depends greatly
on what others think of me.

1

2

3

4

5

6

7

20. If I don’t set the highest standards for
myself, I am likely to end up a
second-rate person.

1

2

3

4

5

6

7

21. If I am to be a worthwhile person, I
must be the best in at least one way.

1

2

3

4

5

6

7

22. People who have good ideas are better
than those who do not.

1

2

3

4

5

6

7

23. I should be upset if I make a mistake.

1

2

3

4

5

6

7

24. * My own opinions of myself are
more important than other’s opinions
of me.

1

2

3

4

5

6

7

25. To be a good, moral, worthwhile
person, I must help everyone who
needs it.

1

2

3

4

5

6

7

26. If I ask a question, it makes me look
stupid.

1

2

3

4

5

6

7

27. It’s awful to be put down by people
who are important to you.

1

2

3

4

5

6

7

(table continues)
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Appendix A
The Dysfunctional Attitude Scale (Weissman, 2000)
Totally
Agree

Agree
Very
Much

Agree
Slightly

Neutral

Disagree
Slightly

Disagree
Very
Much

Totally
Disagree

28. If you don’t have other people to lean
on, you are going to be sad.

1

2

3

4

5

6

7

29. * I can reach important goals without
pushing myself.

1

2

3

4

5

6

7

30. * It is possible for a person to be
reprimanded and not get upset.

1

2

3

4

5

6

7

31. I cannot trust other people because
they may be cruel to me.

1

2

3

4

5

6

7

32. * What other people think about me is
very important.

1

2

3

4

5

6

7

33. Being alone leads to unhappiness.

1

2

3

4

5

6

7

34. If others dislike you, you cannot be
happy.

1

2

3

4

5

6

7

35. It is best to give up your own interests
in order to please other people.

1

2

3

4

5

6

7

36. My happiness depends more on other
people than it does on me.

1

2

3

4

5

6

7

37. I do not need the approval of other
people in order to be happy.

1

2

3

4

5

6

7

38. * If a person avoids problems, the
problems tend to go away.

1

2

3

4

5

6

7

39. If a person avoids problems, the
problems tend to go away.

1

2

3

4

5

6

7

40. I can find happiness without being
loved by another person.
Note. * indicates reversed item

1

2

3

4

5

6

7
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Appendix B
The Self-Esteem Scale (Rosenberg, 1965)
Strongly
Disagree

Disagree

Neutral or
Don’t
Know

Agree

Strongly
Agree

1.*I am able to do things as well as most people.

1

2

3

4

5

2.*I feel that I am a person of worth, at least on

1

2

3

4

5

3.*On the whole, I am satisfied with myself.

1

2

3

4

5

4.*I take a positive attitude toward myself.

1

2

3

4

5

5.*I feel that I have a number of good qualities.

1

2

3

4

5

6.* I am able to do things as well as most other

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

an equal basis with others.

people.

7. *I take a positive attitude toward myself.

8. All in all, I am inclined to feel that I am a
failure.

9.* I feel that I have a number of good qualities.

10. I certainly feel useless at times.
Note. * indicates reversed item.
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Appendix C
The White Bear Suppression Inventory – Thought Suppression Scale
(Wegner & Zanakos, 1994)

Strongly
Disagree

Disagree

Neutral or
Don’t
Know

Agree

Strongly
Agree

1. There are things I prefer not to think about.

1

2

3

4

5

2. I always try to put problems out of my mind.

1

2

3

4

5

3. There are things that I try not to think about.

1

2

3

4

5

4. Sometimes I really wish I could stop thinking.

1

2

3

4

5

5. I often do things to distract myself from my

1

2

3

4

5

6. I have thoughts that I try to avoid.

1

2

3

4

5

7. Sometimes I stay busy just to keep thoughts

1

2

3

4

5

thoughts.

from intruding on my mind.
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Appendix D
Toronto Alexithymia Scale - Difficulty Identifying and Describing Feelings Subscales
(Bagby, Taylor, & Parker, 1994)

Strongly
Disagree

Moderately
Disagree

Neither
Disagree
Nor
Agree

Moderately
Agree

Strongly
Agree

1. I am often confused about what emotion I am
feeling.

1

2

3

4

5

2. I have physical sensations that even doctors
don’t understand.

1

2

3

4

5

1

2

3

4

5

4. I am often puzzled by sensations in my body.

1

2

3

4

5

5. I have feelings that I can’t quite identify.

1

2

3

4

5

6. I don’t know what’s going on inside me.

1

2

3

4

5

7. I often don’t know why I am angry.

1

2

3

4

5

8. It is difficult for me to find the right words for
my feelings.

1

2

3

4

5

*9. I am able to describe my feelings easily.

1

2

3

4

5

10. I find it hard to describe how I feel about
people.

1

2

3

4

5

11. People tell me to describe my feelings more.

1

2

3

4

5

12. It is difficult for me to reveal my innermost
feelings, even to close friends.

1

2

3

4

5

Difficulty Identifying Emotions

3. When I am upset, I don’t know if I am sad,
frightened or angry.

Difficulty Describing Emotions

Note. * indicates reversed item.
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Appendix E
The 9-item Acceptance & Action Questionnaire
(Hayes et al., 2004)

Never
True

Very
Seldom
True

Seldom
True

Sometimes
True

Often
True

Almost
Always
True

Always
True

1. * I am able to take action on a problem
even if I am uncertain what the right
thing to do is.

1

2

3

4

5

6

7

2. I often catch myself daydreaming

1

2

3

4

5

6

7

3. When I feel depressed or anxious, I am
unable to take care of my
responsibilities.

1

2

3

4

5

6

7

4. * I rarely worry about getting my
anxieties, worries and feelings under
control.

1

2

3

4

5

6

7

5. I’m not afraid of my feelings.

1

2

3

4

5

6

7

6. * When I evaluate something negatively,
I usually recognise that this is just a
reaction, not an objective fact.

1

2

3

4

5

6

7

7. When I compare myself to other people,
it seems that most of them are handling
their lives better than I do.

1

2

3

4

5

6

7

8. Anxiety is bad.

1

2

3

4

5

6

7

9. If I could magically remove all the
painful experiences I’ve had in my life,
I would do so.

1

2

3

4

5

6

7

about things I’ve done and what I
would do differently next time.

Note. * indicates reversed item
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Appendix F
The Social Problem Solving Inventory – A: Ineffective Problem Orientation Scale
(Frauenknecht & Black, 1995)

1. When I can’t solve a problem quickly
and easily, I think that I am stupid.

2. I often doubt that there is a good way to
solve the problems that I have.

3. * When faced with a hard problem, I
believe that if I try, I will be able to
solve it on my own.

4. I feel afraid when I have an important
problem to solve.

5. Complex problems make me very
angry or upset.

Not at
all True
of Me

Slightly
True of
Me

Moderately
True of
Me

Very
True of
Me

Extremely
True of
Me

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

6. I often become sad and do not feel like doing
anything when I have a problem to solve.

7. I put off solving a problem for as long as I can.
8. I avoid dealing with problems in my life.
9. I put off solving problems until it is too late
to do anything about them.

Note. * indicates reversed item.
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Appendix G
The Depression Anxiety and Stress Scales (Lovibond & Lovibond, 1995b)

Please read each statement and circle the number that indicates how much the statement
applied to you over the PAST MONTH.
Did not
apply to me
at all

Applied to
me to some
degree

Applied to
me a good
part of the
time

Applied to
me very
much

(S) 1. I found it hard to wind down.

0

1

2

3

(A) 2. I was aware of dryness in my mouth.

0

1

2

3

(D) 3. I couldn’t seem to experience any positive feeling
at all.

0

1

2

3

(A) 4. I experienced breathing difficulty (e.g.
excessively rapid breathing, breathlessness
not due to physical exertion).

0

1

2

3

(D) 5. I found it difficult to work up the initiative to
do things.

0

1

2

3

(S) 6. I tended to over-react to situations.

0

1

2

3

(A) 7. I experienced trembling (e.g. in the hands).

0

1

2

3

(S) 8. I felt that I was using a lot of nervous energy.

0

1

2

3

(A) 9. I was worried about situations in which I might
panic and make a fool of myself.

0

1

2

3

(D) 10. I felt that I had nothing to look forward to.

0

1

2

3
(table continues)
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Appendix G (continued)
The Depression Anxiety and Stress Scales (Lovibond & Lovibond, 1995b)
Did not
apply to me
at all

Applied to
me to some
degree

Applied to
me a good
part of the
time

Applied to
me very
much

(S) 11. I found myself getting agitated.

0

1

2

3

(S) 12. I found it difficult to relax.

0

1

2

3

(D) 13. I felt downhearted and blue.

0

1

2

3

(S) 14. I was intolerant of anything that kept me from
getting on with what I was doing.

0

1

2

3

(A) 15. I felt I was close to panic.

0

1

2

3

(D) 16. I was unable to become enthusiastic about
anything.

0

1

2

3

(D) 17. I felt I wasn’t worth much as a person.

0

1

2

3

0

1

2

3

0

1

2

3

0

1

2

3

(S) 18. I felt that I was rather touchy.
(A) 19. I was aware of the action of my heart in the
absence of physical exertion (e.g. sense of
heart rate increase, heart missing a beat).
(A) 20. I felt scared without any good reason.
D) 21. I felt that life was meaningless.

Note. (S) indicates Stress scale item; (A) indicates Anxiety scale item; (D) indicates Depression scale item.
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Appendix H
The Positive and Negative Affect Schedule (Watson, Clark & Tellegen, 1988)

Instructions used in Study One:
The following survey consists of a number of words and phrases that describe
different feelings and emotions. Read each item and enter the appropriate answer
using the scale provided below.
Please indicate to what extent you have felt this way during the past month.

Instructions used in Study Two:
The list below contains words and phrases that describe different feelings and
emotions. Please read each item carefully. Select the number that best describes
YOU and put that number in the blank space provided.

1
Very slightly
Emotion
or not at all

2
A little
Your Response

3
4
5
Moderately EmotionQuite a bit Your Response
Extremely

Interested

Irritable

Distressed

Alert

Excited

Ashamed

Upset

Inspired

Strong

Nervous

Guilty

Determined

Scared

Attentive

Hostile

Jittery

Enthusiastic

Active

Proud

Afraid
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Appendix I

Expanded Names of the Key Dysfunctional Process Measures and Corresponding
Abbreviations used in Tables and Figures

Name of Scale

Abbreviation

Dysfunctional Attitude Scale

das

Self-Esteem Scale

ses

White Bear Suppression Inventory – Thought Suppression Scale

wbsi

Difficulty Identifying Emotions Scale

die

Difficulty Describing Emotions Scale

dde

Avoidance & Action Questionnaire

aaq

Ineffective Problem Orientation Scale

ipo
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Appendix J
Summary of Total Items, Omissions and Sample Numbers for Dysfunctional Process
and Emotional Wellbeing Variables for the Police Sample
No. of

Total cases

items

omitted

n

Dysfunctional Attitude Scale

40

39

551

Self-Esteem Scale

10

12

578

Thought Suppression Scale

7

1

585

Difficulty Identifying Emotions Scale

7

4

586

Difficulty Describing Emotions Scale

5

4

586

Acceptance & Action Questionnaire

9

6

584

Ineffective Problem Orientation Scale

9

2

588

Positive Affect

10

6

584

Negative Affect

10

6

584

Depression

7

1

589

Anxiety

7

1

589

Stress

7

1

589

Scales

Dysfunctional Process Variables

White Bear Suppression Inventory -

Outcome Variables
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Appendix K

Goodness-of-Fit Indices for Rejected Dysfunctional Processes Measure Models for
Police and Student Samples Using the .45 Cut-off Criteria

χ2

df

χ2/ df

NFI

TLI

RSMEA

Students

2083.02***

812

2.57

.76

.83

.06

Police

2349.17***

812

2.89

.76

.81

.06

Model
1. Initial model: Seven factor model
- separating DAS and TAS subscales

2. Single factor model
Students

4449.13***

819

5.43

.49

.51

.10

Police

5323.81***

819

6.50

.45

.43

.10

Students

2401.91***

814

2.95

.72

.78

.07

Police

2573.64***

814

3.16

.73

.78

.06

Students

2194.22 ***

813

2.70

.75

.81

.07

Police

2473.31***

813

3.04

.74

.79

.06

Students

2285.10***

813

2.81

.74

.80

.07

Police

2436.92***

813

3.00

.75

.79

.06

Students

2294.23***

810

2.54

.76

.83

.06

Police

4044.16***

810

2.83

.76

.81

.06

3. Five factor model
- pooling DAS and TAS subscales

3a. Six factor model
- separating DAS subscales only

3b. Six factor model
- separating TAS subscales only

4. Seven factor model
- DAS & TAS subscales have
correlated errors

Note. *** p < .001.
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Appendix L

Goodness-of-Fit Indices for Rejected Dysfunctional Processes Measure Models for
Police and Student Samples Using the .50 Cut-off Criteria

χ2

df

χ2/ df

NFI

TLI

RSMEA

Students

1576.75***

520

3.03

.78

.82

.07

Police

1707.67***

520

3.28

.78

.81

.06

Model
1. Initial model: Seven factor model
- separating DAS and TAS subscales

2. Single factor model
Students

3621.02***

527

6.87

.49

.49

.12

Police

4269.36***

527

8.10

.46

.42

.11

Students

1796.23***

522

3.44

.75

.79

.08

Police

1905.27***

522

3.65

.76

783

.07

Students

1648.38 ***

521

3.16

.77

.81

.07

Police

1790.35***

521

3.44

.77

.80

.06

Students

1721.42***

521

3.30

.76

.80

.08

Police

1816.41***

521

3.49

.77

.80

.07

Students

1556.57***

518

3.00

.78

.83

.07

Police

1673.91***

518

3.23

.79

.82

.06

3. Five factor model
- pooling DAS and TAS subscales

3a. Six factor model
- separating DAS subscales only

3b. Six factor model
- separating TAS subscales only

4. Seven factor model
- DAS & TAS subscales have
correlated errors

Note. *** p < .001.

308

Appendix M

Goodness-of-Fit Indices for Rejected Dysfunctional Processes Measure Models for
Police and Student Samples Using a Criteria of Maximum 5 items per Scale

χ2

Model

df

χ2/ df

NFI

TLI

RSMEA

520

2.66

.79

.85

.06

520

2.60

.81

.86

.05

1. Initial model: Seven factor model
- separating DAS and TAS subscales

1383.67***

Students

1351.00***

Police
2. Single factor model
Students

3409.26***

527

6.47

.48

.49

.12

Police

3717.07***

527

7.05

.49

.46

.10

Students

1698.66***

522

3.25

.74

.79

.07

Police

1541.02***

522

2.95

.79

.83

.06

Students

1476.53 ***

521

2.83

.78

.83

.07

Police

1465.58***

521

2.81

.80

.84

.06

Students

1596.81***

521

3.06

.76

.81

.07

Police

1414.63***

521

2.72

.80

.85

.05

Students

1346.63***

518

2.60

.80

.85

.06

Police

1292.40***

518

2.49

.82

.87

.05

3. Five factor model
- pooling DAS and TAS subscales

3a. Six factor model
- separating DAS subscales only

3b. Six factor model
- separating TAS subscales only

4. Seven factor model
- DAS & TAS subscales have
correlated errors

Note. *** p < .001.
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Appendix N

Procedural Steps in the Stepwise Regression Analysis

A series of multiple stepwise regression analyses were undertaken in Study Two to
examine the predictive power of various model configurations and to determine the best
fitting model of dysfunctional processes to the data. This process involved 3 distinct
steps.

Step 1 – testing the predictive power of the item-reduced 5-factor model of
dysfunctional process for each wellbeing variable.

Step 2 – entering dysfunctional process measures that had been previously
omitted or substantially abridged in earlier analyses one-by-one with the
reduced model.

Note: Step 2 was only conducted on the student sample to minimise the potential for
erroneous results due to excessive statistical manipulations. Also the findings for
students provided strong support for the role of Experiential Avoidance in predicting the
emotional wellbeing variables, but not for any other additional variable entered.

Step 3- examining The Brief Dysfunctional Processes Model (including Experiential
Avoidance) via regression analysis for how well it predicted the measures of
emotional wellbeing. The effects of age and gender on the predictive equations
for wellbeing were also examined.
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Appendix O
Stepwise Regression Analysis Results for the Reduced Model of Dysfunctional Process
Variables Predicting Positive Affect for the Student Sample
________________________________________________________________________
Dysfunctional Process Variable
В
SE В
β
________________________________________________________________________
Step 1
Poor self-esteem

-.29

.02

-.52***

Poor self-esteem

-.26

.03

-.47***

Difficulty identifying emotions

-.14

.04

-.16***

Poor self-esteem

-.25

.03

-.44***

Difficulty identifying emotions

-.11

.04

-.13**

Avoidant problem orientation

-.09

.04

-.10*

Step 2

Step 3

________________________________________________________________________
Note. R2 = .27 for Step 1; ∆ R2 = .02 for Step 2; ∆ R2 = .01 for Step 3 (all ps < .05).

*p< .05. **p < .01. ***p < .001.
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Appendix P

Stepwise Regression Analysis Results for the Reduced Model of Dysfunctional Process
Variables Predicting Negative Affect for the Student Sample
_______________________________________________________________________
Dysfunctional Process Variable
В
SE В
β
______________________________________________________________________
Step 1
Avoidant problem orientation

.41

.04

.48***

Avoidant problem orientation

.32

.04

.37***

Dysfunctional achievement concerns

.19

.03

.27***

Avoidant problem orientation

.28

.04

.32***

Dysfunctional achievement concerns

.16

.03

.23***

Thought avoidance

.19

.04

.20***

Avoidant problem orientation

.25

.04

.28***

Dysfunctional achievement concerns

.13

.03

.18***

Thought avoidance

.18

.04

.19***

Poor self-esteem

.09

.03

.16**

Step 2

Step 3

Step 4

______________________________________________________________________
(table continues)
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Appendix P (continued)

Stepwise Regression Analysis Results for the Reduced Model of Dysfunctional Process
Variables Predicting Negative Affect for the Student Sample
______________________________________________________________________
Dysfunctional Process Variable
В
SE В
β
______________________________________________________________________

Step 5
Avoidant problem orientation

.21

.04

.24***

Dysfunctional achievement concerns

.11

.03

.16**

Thought avoidance

.14

.04

.14**

Poor self-esteem

.08

.03

.14**

Difficulty identifying emotions
.12
.04
.15**
______________________________________________________________________

Note. R2 = .23 for Step 1; ∆ R2 = .06 for Step2; ∆ R2 = .03 for Step 3; ∆ R2 = .02 for Step 4; ∆ R2 = .01 for
Step 5 (all ps < .05).
**p < .01. ***p < .001.
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Appendix Q

Stepwise Regression Analysis Results for the Reduced Model of Dysfunctional Process
Variables Predicting Depression for the Student Sample
______________________________________________________________________
Dysfunctional Process Variable
В
SE В
β
______________________________________________________________________
Step 1
Avoidant problem orientation

.32

.03

.47***

Avoidant problem orientation

.24

.03

.35***

Poor self-esteem

.13

.02

.31***

Avoidant problem orientation

.21

.03

.30***

Poor self-esteem

.12

.02

.28***

Thought avoidance

.14

.03

.19***

Avoidant problem orientation

.19

.03

.28***

Poor self-esteem

.10

.02

.24***

Thought avoidance

.13

.03

.17***

Step 2

Step 3

Step 4

Dysfunctional achievement concerns
. 06
.03
.12*
________________________________________________________________________

Note. R2 = .22 for Step 1; ∆ R2 = .08 for Step 2; ∆ R2 = .03 for Step 3; ∆ R2 = -.01 for Step 4 (all ps < .05).
*p< .05. ***p < .001.
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Appendix R

Stepwise Regression Analysis Results for the Reduced Model of Dysfunctional Process
Variables Predicting Anxiety for the Student Sample
________________________________________________________________________
Dysfunctional Process Variable
В
SE В
β
________________________________________________________________________
Step 1
Avoidant problem orientation

.26

.03

.41***

Avoidant problem orientation

.18

.03

.28***

Difficulty identifying emotions

.17

.03

.28***

Avoidant problem orientation

.15

.03

.24***

Difficulty identifying emotions

.15

.03

.24***

Dysfunctional achievement concerns

.07

.02

.15**

Step 2

Step 3

______________________________________________________________________

Note. R2 = .17 for Step 1; ∆ R2 = .06 for Step 2; ∆ R2 = .02 for Step 3 (all ps < .05).
**p < .01. ***p < .001.
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Appendix S

Stepwise Regression Analysis Results for the Reduced Model of Dysfunctional Process
Variables Predicting Stress for the Student Sample
______________________________________________________________________
Dysfunctional Process Variable
В
SE В
β
______________________________________________________________________
Step 1
Avoidant problem orientation

.31

.03

.44***

Avoidant problem orientation

.23

.03

.33***

Dysfunctional achievement concerns

.16

.03

.28***

Avoidant problem orientation

.20

.03

.28***

Dysfunctional achievement concerns

.14

.03

.24***

Thought avoidance

.14

.04

.19***

Avoidant problem orientation

.17

.04

.24***

Dysfunctional achievement concerns

.13

.03

.22***

Thought avoidance

.12

.04

.15**

Difficulty identifying emotions

.09

.04

.13*

Step 2

Step 3

Step 4

______________________________________________________________________________________
Note. R2 = .19 for Step 1; ∆ R2 = .07 for Step 2; ∆ R2 = .03 for Step 3; ∆ R2 = .01 for Step 4 (all ps < .05).
*p < .05. ** p < .01. *** p < .001.
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